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ORIGINAL COMMUNICATIONS 


AN INVESTIGATION INTO THE STRUCTURE OF THE PULPO-DENTINAL JUNCTION 
By ERIC W. BRADFORD, B.D.S.SHEFF. 


Lemonstrator and Research Assistant in the Department of Oral Anatomy and Physiology, 
University of Sheffield 


THE examination of routine histological sections 


of dentine with the pulp in situ, which have been ° 


prepared by decalcification, show an apparent line 
of demarcation between the pulp and the pre- 
dentine. This line is accentuated by staining with 
nuclear stains, and certain types of silver impreg- 
nation, to the extent that it assumes a regular place 
in the histological picture. This is shown in fig. 1. 


Fic. 1.—T. S., root apex, stained Masson’s trichrome 
(x 500), D, dentine, P, pre-dentine. B, the basal layer 
or pulpo-dentinal membrane. O, odontoblast layer. 


_It is well known that the junction between two 
tssues frequently simulates a membrane owing to 
the accumulation of stain at this point. However, 


this line is so constant a feature of many types of 
staining as to warrant further investigation. 

A search of the literature on the subject reveals 
three different explanations of this apparent mem- 
brane. The first, put forward by KOlliker (1852) 
who claimed to have isolated a membrane from the 
pulpo-dentinal junction, which was continuous with 
the so-called ‘“‘Sheaths of Neuman.” This explana- 
tion was discarded and fifty years later Paul (1898-9) 
put forward the view that each odontoblast was 
fitted with a collar, and the summation of the collars 
along the pulpo-dentinal junction led to the appear- 
ance of a line. Mummery (1919), however, dis- 
agreed with this view and held that the line was 
caused by the anastomosis of the lateral processes 
of the odontoblast cells. This view seems to have 
found general acceptance, to the extent that it is 
quoted in all textbooks. This paper presents 
evidence that the theories of K6lliker and Paul are 
substantially correct. 


MATERIALS AND METHODS 

The material used was all human, being sound 
teeth which were extracted for orthodontic reasons. 

Bearing in mind the possibility that the apparent 
staining at the pulpo-dentinal junction might be an 
artefact, produced by the histological technique, 
it was decided to reduce the procedure to a minimum. 
To this end, ground preparations were used wherever 
possible and an effort was made to eliminate the 
necessity for decalcification to which resort is 
generally made to obtain sections of teeth with 
the pulp in situ. It was found that a number of 
sections could be taken from the developing apices 
of roots without the necessity of decalcification. 
This developing dentine was indistinguishable histo- 
logically from fully formed dentine except that there 
was very little calcium present. The apices of the 


roots of partially erupted lower premolars provided 
the most useful material. Various stains were used, 
but it was found that Masson’s connective tissue 
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Fic. 2.—The pulpal surface of the pre-dentine. 
Ground section, stained hematoxylin and eosin (x 120). 
O, odontoblast layer. B, Pulpo-dentinal membrane. 

Ai (“A”) the membrane is torn to reveal the under- 
lying pre-dentine. 


stain, using light green, gave the best contrast for 
photographic purposes. 

The examination of the area in situ was rendered 
difficult by the irregularity of the pulpal surface of 


Fic. 3.—Pulpal surface of the pre-dentine, ground 
section stained hematoxylin and eosin. D, dentine. 
P, pre-dentine. B, pulpo-dentinal membrane. Note 
the deeply stained orifices of the tubules (» 120). 


the pre-dentine, and also by the curvature of the 
walls of the pulp cavity. It was found that a mor 
or less plane surface could be obtained from the 
cervical region of the mandibular molar teeth. 
Teeth fixed in neutral formalin were divided 
coronally to the bifurcation of the roots, and a thick 
slice cut from the coronal portion. This was 
hardened in 70 per cent alcohol for twenty-four 
hours to ensure that the odontoblast cells could be 
removed easily with the pulp. The excess of hard 
tissue was cut away, leaving the pulp attached to the 
dentine. After grinding and polishing the dentine 
to the desired thickness, the pulp was carefully 
dissected off, and the preparation stained and 
mounted. Any nuclear stain may be used, bu 
hematoxylin is the most useful. For the dissection 
of the area, a preparation treated and stained as 
above, was dehydrated in spirit for fifteen minute 
and the layer of stained tissue was, after dissection, 
placed on a drop of water to flatten out. The final 
mounting may be carried out by any of the usud 
methods. 
RESULTS 

As seen in fig. 1, the line of demarcation which i 
present in decalcified sections is also present in 
sections not subjected to this process. The staining 
reactions of this tissue are important, it will & 
noted that, like the dentine and the odontoblas 
nuclei, the pulpo-dentinal area stains with hema 


Fic. 4.—The pulpo-dentinal membrane in situ on the 
pre-dentine, ground section, stained hematoxylit 
(x 500). 
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toxylin, whereas the pre-dentine stains green, and 
the cytoplasm of the odontoblast cell pink, when 
using Masson’s trichrome. 

Figs. 2, 3 and 4, show the effect of hematoxylin 
and eosin on the pulpal surface of the pre-dentine. 
it was found that a layer of tissue which stained with 
hematoxylin was situated between the odontoblasts 
and the pre-dentine. This layer corresponds to the 
line seen in a similar situation in sections, follows 
the irregular contour of the surface and appears to 
vary in thickness. The membrane stains most 
heavily around the orifices of the dentinal tubules 
and with a dissecting microscope it is possible to 
trace an apparent continuity between this membrane 
and the walls of the tubules. 

When the membrane is dissected off as shown in 
fig. 5 the heavily stained orifices of the dentinal 
tubules disappear showing that this staining appear- 
ance is an artefact due to the thickness of tissue at 
this point. Only some of the tubules are sectioned 
at right-angles to their path during dissection, but 
where this has occurred, the layer of tissue appears 
as a fenestrate membrane of irregular thickness. 
It may be stained with all nuclear stains. 
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Fic. 5.—Portion of the pulpo-dentinal membrane 
ee off the pre-dentine stained hematoxylin 
(x 


DISCUSSION 


If, as is suggested by the results, this pulpo- 
dentinal membrane exists as a separate entity, it is 
pertinent to consider its relation to the other dental 
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tissues, its chemical composition and its function. 
The membrane appears to be closely adherent to 
the walls of the dentinal tubules on the one side, 
and to be in continuity with the fibres of von 
Korff on the other. This continuity with the fibres 
of the pulp probably accounts for the very variable 
thickness of the membrane, some of which is 
probably detached with the pulp during dissection. 

To reach the surface of the pre-dentine, these 
fibres from the pulp pass between the cells of the 
odontoblast layer and so bind the pulpo-dentinal 
membrane to the latter. In decalcified sections in 
which the pulp has contracted away from the 
dentine, this gives an appearance of continuity 
between the cells of the odontoblast layer and the 
pulpo-dentinal membrane, and simulates the lateral 
processes of Mummery. Furthermore, the affinity 
of this layer for basic dyes, would indicate that it is 
not a continuation of the cytoplasm of the odonto- 
blast, indeed it must be agreed with Paul that this 
layer is different both in nature and origin from the 
latter cells. 

Tf, as has been suggested, this membrane is con- 
tinuous with the walls of the dentinal tubules, it is 
probable that this is the membrane which was 
isolated by KO6lliker, by the action of dilute caustic 
potash on dentine. The presence of this layer of 
tissue would bring dentine into line with bone, 
where a layer tissue, of similar staining properties, 
separates the osteoblasts from the forming bone. In 
view of the fact that the two tissues are formed by 
cells and fibres of similar origin, it is not unexpected 
to find further points of similarity. : 

Wislocki (1948) considers that the basophilic 
character of the sheaths of Neuman, combined with 
their metachromatic staining with toluidine blue, 
after fixation with basic lead acetate, indicates that 
they consist essentially of acid muco-polysaccharides. 
The pulpo-dentinal membrane gives very similar 
staining reactions, which would indicate that it is 
probably of similar chemical constitution, and also 
that the two structures are likely to be one con- 
tinuous membrane separating the cells of the pulp 
from the dentine. 

SUMMARY 

By the use of ground, and undecalcified sections, 
of pulp and dentine, it has been shown that the 
odontoblasts are separated from the pre-dentine 
by a layer of tissue, termed the pulpo-dentinal 
membrane. This membrane stains with basic dyes 
which indicates that it does not consist of extensions 
of the odontoblast cell. In sections of dentine with 


the pulp in situ, it appears as a summation of collars, 
placed round the base of the dentinal process of the 
odontoblast, but is actually a membrane which may 
be dissected from the surface of the pre-dentine. It 
is suggested that the pulpo-dentinal membrane is 
of a similar chemical nature to, and continuous with 
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the walls of the dentinal tubules, resembling in this 
way, the layer of tissue which separates the osteo- 
blasts from developing bone. 
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DECREASE OF DENTAL CARIES DURING THE WAR 
By H. H. NEUMANN, M.D. 


UNSOLICITED large-scale experiments—such as 
the war years or adoption of European diets by 
natives—furnish us with examples of both improve- 
ment and deterioration of the teeth as far as caries 
is concerned. 

The literature has many references to the improve- 
ment of the dental condition in Europe during the 
war, and while these observations of a reduction 
of the caries rate are undisputed and depend 
apparently somewhat on the degree of deprivation 
due to involvement of a country in the war—the 
interpretation of the findings varies greatly. Mellanby 
{1} was inclined to attribute the changes to generally 
improved nutrition and vitamin distribution ; 
Toverud [2] and other observers related the reduc- 
tion of caries to the decreased intake of refined 
carbohydrates, particularly sugar. 

The opposite experience of a rapid deterioration, 
during which the condition of the teeth may change 
from a complete absence of caries to a state of 
rampant destruction, noticeable within a few years, 
has been repeatedly reported if natives change from 
their original diet to a modern, particularly a 
standard Western European diet [3]. This dental 
deterioration has been observed in all parts of the 
globe and has taken place even if pre-existing single 
or multiple vitamin deficiencies were corrected by 
adoption of the new diet. 

From both these experiences—the breakdown of 
the teeth of natives of any age, and the dental 
improvement not only in European children, during 
years of war, but also in adults in prison camps— 
we may deduce without being too audacious, that 
heredity and pre-natal influences, composition of the 
drinking water, soil and climate, and the known 
vitamins in the diet are not necessarily relevant in 
preventing or inducing caries. The teeth improved 

during the war—not only in England where the 
vitamin distribution was reported adequate but also 
in Norway, in concentration camps in Germany and 
in the camps of American prisoners in Japan, as 
described by Morgan and others [4]. There, caries 
was reduced under dietary conditions definitely 


deficient in vitamins and nutritionally extremely 
poor. Yet it appears that the changes of caries 
incidence in population groups go hand in hand with 
changes in the diet in common use, and _ these 
observations repeatedly prompted a search for any 
one single dietetic factor which could be accountable 
for a high or low caries incidence. 

Some investigators are inclined to attribute dental 
decay to a variety of factors which would class 
caries in a different category than other human 
diseases. This should not be conceded without the 
greatest hesitation. The fact that in Australian 
aboriginals, for instance, the same type of caries 
with an identical average distribution as in Euro- 
peans can be produced within several years by mere 
adoption of a European diet and without other 


changes in their environment should moderate the | 


inclination to believe in a variety of responsible 
factors. T. D. Campbell [3] reports that caries 
is almost if not entirely absent among. the 
indigenous Australians, yet these perfect dentitions 
when “changed to a civilised food environment, 
disintegrate with the same rapidity and ravaging 
effects as those of the average white person.” 

The dental experience of the war brought several 
dietetic changes in the foreground for consideration 
as agents reducing caries susceptibility. 

(1) Low sugar consumption. 

(2) Low consumption of refined flour. 

(3) Increased dental function due to the changed 
texture of the diet, particularly of the bread. 

All three factors are seemingly co-existing and 


possibly correlated to the change in caries suscep- 


tibility in both the native and wartime group 
experience. 


SUGAR CONSUMPTION 


The role attributed to sugar in this regard was 
recently surveyed by Toverud [2] and the simul 
taneous decline of the sugar consumption and the 
caries rate was pointed out. Sognnaes [5] i 
analysing the trend of both curves noted the delay 
of several years before the alleged effect of the sugat 
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reduction on the teeth is observed. He does not 
find an iacrease in any specific food which could 
explain the reduction in the caries rate otherwise, 
yet he is not inclined to see a real correlation between 
the caries reduction and lessened sugar consumption, 
at least not through the immediate and direct effect 
of a change in the oral environment. 

A disconcerting factor regarding the correlation of 
sugar rationing and caries decrease lies in the pro- 
portion of this reduction. Sugar consumption was 
curtailed in Norway, Sweden, Denmark and Finland 
by a margin of 50 to 76 per cent. However, the caries 
rate dropped by 70 to 80 per cent in Norway and 
Finland, and by 7 to 17 per cent in Denmark and 
Sweden, measured with comparable methods. This 
contrast is particularly notable if Denmark and 
Norway are compared; in both countries sugar 
consumption was reduced by approximately 60 to 
65 per cent, yet the caries rate in the 6-year-old 
dropped in Norway by 78 per cent, in Denmark by 
7 per cent. 

The various studies of changes in caries incidence 
during the war differ in their methods, also in 
various localities within one country and an attempt 
at precision would be out of place; caries in 
children was reduced without doubt, considerably 
in some countries, slightly in others. The present 
comparisons are based on reports mostly in the 
6-year-old and number of teeth affected, by A. 
Smith in Denmark, T. H. J. Ekman and A. Wilska 
in Finland, O. R. Sannerud in Norway, Mannsbach 
et al. in Sweden as cited by Sognnaes [5]. 

The monthly sugar consumption [6, 7, 8, 9] in the 
four countries changed during the war as follows : 
in Norway the pre-war sugar consumption was 
approximately 2,500 grm. per head. With rationing 
it decreased to 1,000 grm., a reduction of 60 per 
cent. In Finland, with a similar pre-war consump- 
tion, rationing curtailed the consumption to 
5-600 grm. per head, a reduction of 76 per cent. 
Persons requesting tobacco rations received only 
half this amount. Sweden consumed before the 
war 3,500 grm. per head which was reduced by 
50 per cent to 1,750 grm. and in Denmark sugar 
consumption dropped from 4,000 grm. to 1,500, a 
reduction of 62 per cent. 


REFINED CARBOHYDRATES 

Evaluating the role that the elimination of 
refined carbohydrates, other than sugar, play in 
changing the caries susceptibility, it has to be 
realised that the diet in various countries consists 
to a very high degree of these refined carbohydrates 
without detrimental effect on the teeth. An illus- 
trating example is southern Italy and Sicily, where 
spaghetti, rice and bread are staple foods, never- 
theless caries incidence is singularly low. 

To Sognnaes’ tentative conclusion that the reduc- 
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tion in refined carbohydrates may have an influence 
on the development of the teeth in their earliest 
stages two essential objections can be made, firstly 
that the most favourable conditions of dental 
development do not seem to confer any immunity 
to dental caries in later life—as the native experience 
demonstrates. The second objection lies in the 
evidence from prisoner of war camps that the 
caries rate was reduced also in adults. 


THE MOMENT OF FUNCTION 

Investigations of dietary differences of peace and 
war time should not take cognisance only of 
variations in the chemical composition of the food 
without scrutinising likewise any changes in the 
physical make-up of the diet. 

The elimination of flour sifting and the use of 
oats and other “ ersatz” ingredients in addition to 
rye affected in some countries the wartime bread in 
its physical texture to a considerable degree. The 
practical effects were not limited to the consis- 
tency of the bread ; it kept moisture better, and 
could be, and was, therefore eaten days after being 
baked, which further increased considerably its 
original toughness. Moreover, bread was not baked 
or obtainable daily, and because of the shortage 
not discarded when older. Countries where the 
bread changed little in texture—as Sweden and 
Denmark—showed little drop in the caries rate, 
although sugar was reduced to a fraction of the 
pre-war consumption. 

It appears that the degree of change in the texture 
of the bread in the various countries shows a much 
closer correlation to the dental decay rate than any 
other factor. 


TABLE I.—COMPARISON OF CARIES DECREASE, 
SUGAR REDUCTION AND CHANGES IN BREAD 


TEXTURE 
Reduction Reduction Change in 
of caries of sugar bread 
Country rate* consumption* texture* 

Denmark sid 7% 62% None or slight 
Sweden 17% 50% Slight 
Norway 78% 60°% Considerable 
Finland 80°, 76% Considerable 


* Explanation in the text. 


In Sweden and Denmark where rationing reduced 
the sugar consumption by 50 to 60 per cent we miss 
the allegedly associated proportional reduction in 
caries. Neither country experienced an acute 
shortage of grains, and bread was, although 
rationed, in sufficient supply. The texture of the 
bread changed little in both countries. Swedish 


wartime bread is described as darker and not much 
harder in texture than Swedish pre-war bread. The 
same refers to Denmark except that some observers 
found it at times even softer than pre-war bread, 
due to admixture of potato flour. 
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Quite different are the descriptions of the bread 
texture in Norway and Finland. In parts of 
Finland the bread available during the war years 
was—like the Finnish Army bread—considered as 
on the border of edibility because of its hard 
consistency and the rare intervals at which freshly 
baked bread was obtainable. I quote a Finnish 
housewife, Mrs. K. Corby [10], 

** About one-fifth of the bread supply consisted in 

* Nakkileipa which was extremely hard and tough, 
much more so than before the war, so hard that only 
good teeth, and therefore especially the younger 
generation, could master it. This bread keeps well, 
there is practically no time limit. It was much eaten 
by children who kept chewing on it outside of mea! 
hours.” 

The Norwegian wartime bread made from un- 
bolted flour, and therefore very coarse, was described 
as dark, rough and heavy ; it kept moisture well 
and required vigorous mastication. At the same 
time, and because of other food shortages, this 
coarse bread represented a principal staple. 

The drop in the caries rate during the war was 
closely correlated to the presence and the degree 
of changes in the consistency of the bread, ‘as 
changes in the texture of the food, and thereby the 
degree of function of the teeth, seem generally cor- 
related to the fall or rise in the dental caries rate. 
In the native groups a change in the physical 
characteristics of the diet and diminished dental 
function is the most consistent finding [11] asso- 
ciated with deterioration of the teeth in spite of 
improvements in the nutritional balance corre- 
sponding to the reverse European wartime exper'i- 
ence. 


DISCUSSION 


At the present time there is reluctance to attach 
consequence to the moment of function in dental 
caries, and among those who do consider function 
as of significance in caries immunity, the opinions 
regarding its mechanism are divergent. To mention 
two viewpoints, Wallace [12] defends the importance 
of the texture of the food as supplying a necessary 
detergent action. Klatzky [13] believes in a deter- 
mining influence of mastication in the development 
of jaws and teeth. 

Neither view is readily acceptable if its implica- 
tions are tested against the many intricacies of 
caries development. With many types of native 
food the detergent action seems to be limited more 
or less to the chewing surfaces, and affects least the 
places where food lodges and ferments ; the teeth of 
primitive peoples with low caries incidence are often 
strikingly dirty in appearance, the incidence of 
salivary calculus and dental plaques may be 
extremely high [14] and the bacterial flora abundant. 
In contrast, the teeth of the caries-ridden Europeans 
are usually considerably cleaner. 
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Furthermore, as repeatedly quoted, perfect 
development of teeth and jaws confers no immunity 
against the sudden breakdown of the teeth at any 
time in the life of a native (Bantus, Maoris, Eskimos, 
Australian aboriginals) that he may choose to 
change to a modern diet. This common observation 
minimises the importance attributable to influences 
during the period of development of the teeth and 
jaws. 

It is not inconsistent with our biological know- 
ledge of the effects of underfunction in general, to 
advance tentatively a concept of regressive changes 
due to underfunction taking place in the organic 
component of the enamel which render it suscep- 
tible to bacterial invasion preceding dental caries. 
Immunity may be in turn restored by providing a 
certain physiological minimum of function, appar- 
ently critical and essential for prevention of dental 
caries. 


CONCLUSION AND SUMMARY 

During the war the dental caries rate dropped con- 
siderably in some countries, notably Norway and 
Finland. Three factors seem in the foreground 
for consideration in connection with caries immunity 
and susceptibility ; low sugar consumption, low 
consumption of refined carbohydrates and increased 
dental function. 

Bread represented a vital staple ; the degree of 
change in its texture affecting dental function 
shows a much closer correlation to the drop in the 
dental decay rate than any other factor. 

If it is conceded that the teeth in all their strata, 
or at least in their organic constifuent, do have a 
metabolism, however low, it is justifiable to expect 
biological effects of underfunction on the organic 
matrix of a regressive type, thereby rendering it 
susceptible to bacterial invasion preceding dental 
caries, while provision of adequate function appears 
to restore their immunity. 
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THE BIO-PHYSIOLOGICAL PRINCIPLES IN THE CONSTRUCTION OF 
PARTIAL DENTURES! 


By ANTHONY LOOS, M.D.ViIENNA, L.D.S.ENG. 


THE time has long since passed when the con- 
struction of a partial denture was regarded as 
simple routine work. Today the method of planning 
and designing a denture is founded upon broad 
principles of physiology and pathology and full 
consideration is given to all the biological factors 
involved. We still recognise the significance of tech- 
nical problems, which we have to face, but the 
physiological aspects are regarded as of paramount 
importance in the design and construction of the 
denture and the choice of the most suitable anchor- 
age is governed by these principles. 

From the bio-physiological point of view the 
maintenance of the health of the living tissues is the 
first consideration. A healthy mucosa is maintained 
by reducing the area covered by the denture to the 
absolute minimum. Therefore, all parts which are 
not essential from the mechanical standpoint must 
be cut out. The framework which is obtained in 
this way must have, quite apart from the anchoring 
elements, an inherent stability. This should prevent 
any tendency to rotation about an axis which passes 
through the point of anchorage. An equal distri- 
bution of weight before and behind this line will 
exclude the rocking movement of the denture 
forwards and backwards with its dangerous strain 
on the abutment teeth. Occasionally it may be 
necessary to provide free-end dentures’ with 
special extensions from the saddles or bars, so- 
called “indirect retainers,” which rest with their 
extreme ends on anterior teeth and so stabilise the 
appliance and prevent the raising of the saddles 
from the alveolar ridge. 

Limitation of the extent of the denture will reduce 
the number of recesses in which food particles may 
lodge and thus avoid the risk of inflammation of the 
mucosa and the parodontal tissues. 

Every mechanical lesion of the parodontal tissues 
or trouble in the blood circulation caused by the 
pressure of the denture is followed by inflammatory 
changes, which endanger the functional ability of the 
abutment teeth. Therefore careful attention must 
be paid to these possibilities. In designing the 
saddles and bars care should be taken to ensure 
that they do not impinge too closely upon the gingival 
margins of the remaining teeth. 

Bio-physiological considerations should also come 
first, when deciding on the method of anchorzze to 
be used. Preference must always be given to those 
methods which cause the least possible damage to 
the abutment teeth and the parodontal tissues. 


Every available means of anchorage has some 
quality, which is, in the bio-physiological sense, 
unsatisfactory. 

The clasp, which is the most popular type of 
anchorage, has the advantage that its application 
needs no special preparation of the tooth or 
sacrifice of dental tissue. This is an important 
biological consideration. But it has also serious 
defects, which limit its value. The cast clasp in 
the usual form is too rigid. The round 
wrought wire clasp, which has the required flexi- 
bility does not, however, provide an adequate grip 
on the tooth. The denture, which it is retaining, is 
therefore not sufficiently stable. 

The second method of anchorage, the attachment, 
is far superior to the clasp, not only for its functional 
qualities, but also for esthetic reasons. Its resilience 
can be adjusted by special mechanical procedures, 
as it needs to be with free-end dentures, in order to 
conform fully with the bio-physiological requisites. 

But its application necessitates a special link— 
the abutment—and the tooth selected for anchorage, 
generally perfectly sound, has to be prepared for a 
veneer crown or an inlay, involving considerable loss 
of tooth structure. This, of course, is contradictory 
to biological laws. 

It is important that the anatomical and physio- 
logical conditions present in the individual case and 
the advantages and disadvantages, which are 
associated with either method of anchorage, be 
borne in mind before a decision is made as to which 
kind promises the most satisfactory results from the 
bio-physiological point of view. 

The anchorage of a partial denture is connected 
with an increase of stress on the abutment teeth and 
the alveolar ridge, but experience has shown that 
this overload need not have harmful consequences, 
provided that design and construction are irre- 
proachable. 

Normally the supporting tissues adapt themselves 
to the new strain, as shown by new formations and 
increased trabecular density in the alveolar bone 
surrounding the roots and underlying the mucosa. 
Physiological balance is soon restored by . these 
structural alterations and the increased capacity of 
the tissues enables the abutment teeth and alveolar 
ridge to withstand the greater strain. 

It is true that this favourable development will 
only occur in cases where the foundation of the 
abutment teeth is anatomically and physiologically 
sound. It is, therefore, necessary to examine, very 


* Read before the Autumn meeting of the Society of Continental Dental Surgeons on September 25, 1948. 
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painstakingly, the functional ability and durability 
of those teeth selected for anchorage, to ensure they 
are fit for the extra work expected from them. 

Sometimes it may be advisable to take certain 
preventive measures for the protection of the 
abutment teeth against any risk of damage due to 
their anchoring réle. It will, therefore, not be amiss 
to draw attention to the fact that the tooth with its 
root represents from the physical standpoint a 
lever with two arms, of which the extra-alveolar one 
is normally shorter than the intra-alveolar one, an 
ideal state for the stability of the tooth. This 
favourable relation will continue to prevail in later 
years, if the physiological alveolar atrophy, which 
causes the graduai shortening of the intra-alveolar 
arm of the lever is counterbalanced by attrition of 
the tooth, i.e. by shortening of the extra-alveolar 
arm, thus preserving the original lever ratio. If this 
attrition or wear does not take place or is advancing 
too slowly then the atrophy of the alveolar bone 
will first cause the lever relation to become equal and 
then to be reversed. It is quite evident that under 
these unfavourable circumstances the physiological 
force of mastication will soon be converted into a 
harmful traumatism and the teeth will be loosened 
in their foundations. These teeth are condemned to 
an untimely loss especially in cases where they are 
given an extra load to carry by using them for the 
anchorage of a partial denture. As a preventive 
measure it will often help to restore the correct 
leverage by grinding the crowns of the teeth and 
shortening the extra-alveolar arm of the lever. 

It would be foolish to say that the ideal can be 
attained in all these cases, but an attempt should be 
made, wherever possible, to improve and adjust a 
faulty traumatic occlusion in order to obtain the 
most favourable result. 

In designing and constructing a partial denture 
we have to consider all forces, which may have a 
detrimental effect on the alveolar process and the 
abutment teeth. These forces operate during 
mastication, and are transmitted by the denture to 
the underlying mucosa and the alveolar ridge as well 
as to the abutment teeth with their supporting tissue. 
These stresses are not only vertical, but have two 
other components, the antero-posterior and the 
lateral, released by the grinding movements in 
mastication. 

Where the denture is anchored both mesially and 
distally on both sides the extra load on four or 
more abutment teeth cannot become serious, as 
the applied pressure is distributed evenly. There 
should, therefore, be no harmful consequences, 
provided that the occlusion has been accurately 
adjusted. 

With free-end dentures, where there are no pos- 
terior supporting teeth, the conditions are com- 
pletely different. Here, a partial denture rigidly 
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attached to the teeth will have a detrimental in- 
fluence on the anchoring teeth from the point of 
view of both stability and durability. These teeth 
are obliged to participate in the movement of the 
denture, when the component forces of mastication 
are in play. 

On the other hand a partial denture, which is 
designed to avoid any ill-effect on the anchoring 
teeth by constructing it without any support on 
teeth, is exclusively tissue bearing and will also be 
unsatisfactory on account of the rapidly progressing 
atrophy of the alveolar process, which it will cause. 

The present-day attitude towards prosthetic 
problems requires that these dangerous stresses should 
be minimised. It must be borne in mind that the 
overload both on the alveolar ridge and the anchor- 
ing teeth must be reduced to such an extent that it 
does not overstep the limit of the physiological 
capacity of these tissues to compensate for the extra 
strain. To accomplish this it is necessary to resort 
to certain expedients of a mechanical nature. 

The three components of the masticatory force 
perform their distinctive stress on the anchoring 
teeth in different ways. With a rigidly anchored 
free-end denture the vertical component in masti- 
cation causes an injurious leverage on the anchoring 
teeth on account of the compressibility of the 
mucosa (fig. 1). Complete relief from this lever 


Fic. 1.—With a rigidly anchored free-end denture the 
vertical component in mastication causes an injurious 
leverage on the abutment tooth on account of the com- 
pressibility of the mucosa. 


action would necessitate a device, which allows a 
rotation of the saddle around a bucco-lingual axis 
leading through the point of connection between 
tooth and denture. This, however, is for bio- 
physiological reasons not desirable, because the 
stress of mastication would act through the free-end 
saddles with all its force on the alveolar ridge, 
particularly on the posterior part and produce at- 
rophy in the underlying bone. 

Of the two horizontal components in masti- 
cation the antero-posterior becomes manifest as 4 
thrust and drag momentum and displays itself in the 
mesio-distal movement of the lower jaw. _ Still 
considering bilateral free-end dentures both in the 
upper and lower jaws, the distal movement of the 
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lower jaw during mastication will exert a stress on 
both partial dentures and the anchoring teeth. This 
stress develops a dragging strain on the anchoring 
teeth in the upper jaw and a thrusting pressure on 
the anchoring teeth of the lower jaw (fig. 2). In the 


FiG. 2.—The distal movement of the lower jaw during 
mastication will exert a stress on both partial dentures 
and their abutment teeth and this stress develops a 
dragging strain on the abutment teeth in the upper jaw 


and a thrusting pressure on the abutment teeth of the 
lower jaw. 


mesial movement the opposite effect will occur. 
The normally small range of the mesio-distal 
movement during the process of mastication leads 
to the dangerous effect of the antero-posterior 
component being generally underestimated and its 


Fic. 3.—The lateral component of the masticatory 
force operates where dentures are rigidly attached as a 
torsional force around the axis of the abutment teeth by 


the oscillating movements of the saddle during masti- 
cation. 
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consideration neglected. But there are cases, not 
only those with the bad habit of grinding the teeth, 
where this component contributes in no small 
degree to the endangering of the anchoring teeth. 
Although special technical measures are not exactly 
needed, care should be taken to establish a perfect 
unimpeded occlusion. This is a rule which should 
be strictly observed. 

The third component, the lateral, operates, where 
dentures are rigidly attached, as a torsional force 
around the axis of the anchoring teeth by the 
oscillating movement of the saddle during masti- 
cation (fig. 3). To obtain relief from this strain of 
torsion it would be necessary to use a device, which 
allowed a slight rotation of the saddle around a 
vertical axis leading through the point of connection 
between the anchoring tooth and the denture. 
It is possible to reduce, at least partly, the extent of 
the lateral movement and the injurious torsional 
action on the anchoring teeth by the construction of 
saddles of adequate size. In the upper jaw they 
should embrace the tuberosities and in the lower 
jaw they should rest with a broad base on the 
alveolar ridge and be extended distally to the 
ascending ramus. 

These preventive measures together with a correct 
adjustment of the occlusion of the denture will 
reduce, but not wholly eliminate, the harmful 
torsiona! strain on the anchoring teeth by the free- 
end saddles with rigidly anchored dentures. 


DISTRIBUTION OF STRESSES 


From these observations it is obvious that the 
application of a denture is connected with certain 
dangers both for the anchoring teeth and the alveolar 
process. Protection of one part means even more 
dangerous consequences for the other. 

However, experience has shown that both the 
anchoring tooth and the alveolar process are capable 
of compensating for an overstress, if it is not exces- 
sive. It follows that the way out of this dilemma 
is a proper distribution of the overload caused by 
the partial denture on both the anchoring teeth with 
their supporting tissue and the alveolar process. 

This distribution can be achieved by proper 
adjustment of the anchoring devices, so that the 
alveolar ridge receives its share of the load first, 
when the pressure of the mastication starts. But at 
the moment when the stress is on the verge of becom- 
ing harmful for the alveolar bone the anchoring 
device reaches the limit of its resilience, stops the 
further burdening of the alveolar ridge and transmits 
the remainder of the stress of mastication to the 
anchoring teeth. 

The adjustment of the methods of anchorage to 
these requirements means that they have to be pro- 
vided with a yielding but strictly limited resilience. 

Investigation of the most simple type of anchorage 
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—the clasp—for these qualities shows that of the 
different segments only the ends of the clasp arms 
and the occlusal lug are of functional importance. 
These three parts placed in definite areas will by 
their opposing pressure secure the necessary firm 
grip. The intermediate portions serve no useful 
purpose yet they are responsible for the harmful 
rigidity of the clasp and must, therefore, be elimi- 
nated. 

In doing so, the extent of the clasp is reduced to 
consist only of those parts which are indispensable 
for the provision of firm anchorage. We thus 
obtain a special type of clasp, which yields both to 
the vertical and the horizontal components of the 
masticatory force. The lever action on the anchor- 
ing teeth and the excessive pressure on the alveolar 
ridge are also prevented (fig. 4). 


Fic. 4.—In eliminating the rigid portions of the cast 
clasp, we obtain a new type which offers a certain amount 
of resilience. 


Fig. 5 shows two even more flexible and yielding 
types but for zsthetic reasons their application will 
be somewhat restricted. 


a b . 


Fic. 5.—These types of clasps are even more flexible 
and yielding than that shown in fig. 4 but for esthetic 
reasons their application will be somewhat limited. 


With further development, and taking into account 
the zsthetic factor, we come to a new pattern of 
clasp formed by three segments which are connected 
to the saddles by resilient wings or extensions. 
The flexibility of this type of clasp reduces the lever 
action stress on the anchoring teeth very con- 
siderably, on the other hand it does not give so 
freely as to permit overburdening of the alveolar 
ridge (fig. 6). Here, the best bio-physiological 
conditions are produced whilst the retention of the 
denture is assured. 
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Fic. 6.—With further development we come to a new 
pattern of clasp consisting of three segments, which are 
connected to the saddle by resilient wings or extensions. 


For canines and premolars the buccal end of the 
clasp may be sickle-shaped and adjusted as required 
according to the convexities of the tooth concerned. 
Or the ends of the clasp may rest like finger-tips on 
properly selected areas, ascertained by vertical and 
horizontal tangents indicating the greatest protuber- 
ances of the tooth (fig. 7). In certain cases it may be 


Fic. 7.—The ends of the clasp arms may rest like 
finger-tips on the properly selected area, ascertained by 
vertical and horizontal tangents which indicate the 
greatest protuberances of the tooth. 


sufficient to limit the grip to a three-point contact, a 
type of clasp, which has proved to be remarkably 
successful. It is also zsthetically satisfactory as 
there is little gold to show. The points must rest 
in an undercut area (fig. 8). 


Fic. 8.—In certain cases it is sufficient to limit the 
grip of the clasp to a three-point contact. The buccal and 
lingual or palatal ends are piaced in undercut areas. 


To prevent a tipping action of the buccal segment 
of the clasp the ends of the lingual clasp arm must 
be placed in such a way that they exert a reciprocal 
pressure. Conditions on the lingual surface are 
sometimes not so complicated and the lingual 
segment may have the usual form and be in direct 
connection with the occlusal lug. 

With molars a yielding movement to the vertical 
component of the masticatory force is required for 
clasps in cases where all anterior teeth are missing 
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and only the molars are left for anchorage. Here, 
the principles of the construction of clasps under the 
bio-physiological laws are similar to those for 
canines and premolars. The non-essential elements 
of the clasp are eliminated, the end parts resting on 
the most bulbous areas of the tooth surface with 
resilient extensions leading to the saddle (fig. 9). A 


Fic. 9.—With molars the non-essential elements of the 
clasp are eliminated, the ends parts of the clasp arms 
rest on the most bulbous areas of the tooth surface. 
Resilient extensions lead to the saddle. 


satisfactory amount of flexibility and easier yielding 
to the masticatory pressure can be obtained, together 
with sufficient stability, by means of short arms, 
rising from the saddle extensions, with sickle-shaped 
ends in contact with the tooth (fig. 10a). Even 


Fic. 10.—More flexibility will be obtained by means 
of two short arms rising from the saddle extension and 
contacting the tooth with sickle-shaped ends (a). Even 
greater resilience can be obtained by abolishing the 
mesial arms and relying on the distal ones only (4). 


greater resilience can be obtained by abolishing the 
mesial arms and relying on the distal ones only (fig. 
105). Another modification, which still further 
limits the contact of the clasp with the tooth has 
buccally two arms with finger-tip ends placed in 
corresponding areas to assure frictional retention. 
To reduce the covering of the tooth surface by the 
clasp tips to a minimum, a point contact is given to 
them. By placing them into undercut areas below 
the horizontal and beyond the vertical lines which 
indicate the bulges of the tooth surface, a satis- 
factory retention of the clasp is obtained. 
Considering the lingual surface of the molars 
there should be no hesitation about eliminating a too 
pronounced convexity by grinding in order to 
simplify the positioning and reciprocity of this 
part of the clasp. A firm grip of the clasp on the 
tooth with sufficient resilience can be obtained by 
giving the lingual segment of the clasp a “‘dog-leg” 
Shape. Here, the horizontal segment ends in a spur, 
which runs in a backward and gingival direction and 
is carried over the height of the contour (fig. 11). 
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Where we have to deal with excessively contoured 
molars the shape of which cannot be improved 
satisfactorily by grinding or where the anchoring 
teeth show a marked lingual inclination long 
flexible extensions from the saddle are used. Ample 
resilience will allow the clasp arms to slide over the 
highest convexities of the tooth. Sometimes the 
insertion of the partial denture is only made possible 
by leading these extensions to the distal part of the 
anchoring tooth with the horizontal segment of the 
clasp running in a forward direction (fig. 12). By 


Fic. 11. Fic. 12. 


Fic. 11.—On the lingual surface the horizontal segment 
of the clasp may end ina spur, which runs in a backward 
and gingival direction and is carried over the height of 
the contour. 


Fic. 12.—With tilted or lingually inclined lower 
molars an unimpeded insertion of the denture will be 
possible only with long flexible extensions, these are 
brought from the saddles to the distal surface of the 
tooth with the horizontal clasp arms running in disto- 
mesial direction. 


stoning away the lingual convexity of the tooth this 
segment can be placed nearer the gingival margin 
in order to obtain correct reciprocity with the 
buccal portion of the clasp. 

The special advantage of this stress-breaking 
type of clasp—as it may be called—is that its flexi- 
bility and resilience can be adjusted to the require- 
ments of the anatomical and physiological conditions 
in each particular case. By modifying the shape of 
the clasp ends the gripping effect of the clasp can be 
regulated. Thus the best functional retention of the 
clasp and good anchorage for the denture are 
obtained. 

In cases where the teeth chosen for anchorage are 
sound and reliable it is always better to be content 
with somewhat less resilience and to increase the 
frictional contact of the arms of the clasp, in order 
to improve the stability of the denture and its 
functional efficiency. The denture should always be 
prevented from settling by means of occlusal rests, 
apart from a few exceptional cases. 

The use of rigid clasps in connection with stress 
breaking extensions from bars or saddles has proved 
a complete failure on account of the weakness of 
these extensions, which allow too much pressure 
on the alveolar ridge. This overstress causes con- 
tinuous resorption of the alveolar bone, and the 
final result is the entire loss of occlusion and 


efficiency of the free-end partial denture. 
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THE ATTACHMENT 

The second method of anchorage, the attachment, 
is a rather intricate contrivance and its application 
has been considerably restricted on account of the 
specialised mechanical skill which is needed for its 
construction and use. But in spite of the perfection 
achieved in the cast clasp technique the use of the 
attachment cannot be completely abandoned. 
There will always be cases where esthetically and 
functionally this attachment solves the problem of 
anchotage most advantageously. 

For partial dentures where canines have to be 
employed 2s abutment teeth, especially where the 
crowns are short and conical, it is impossible to 
obtain a satisfactory retention for a partial denture 
by means of clasps. Here, the attachment will be 
the only reliable anchorage. The same holds true 
in cases where the application of clasps is not 
advisable for esthetic reasons. 

There are two types of attachments, the internal 
and the external. The internal type necessitates 
cutting an extensive cavity into a perfectly sound 
tooth to incorporate the sleeve, and it is not always 
easy to do this without endangering the pulp. The 
external type, however, has the post soldered to the 
abutment, that is to the veneer crown or inlay on 
the abutment tooth and, therefore, does not require 
a special cavity for this part of the attachment. For 
this reason I have discarded the internal type and 
for more than twenty years have used the external 
attachment exclusively. I have developed it into a 
completely new type, which gives ideal results. 

This attachment is not difficult to make, it can be 
done by hand. Platinum-gold is used. The post 
consists of an oval wire or—with the latest improve- 
ment—a flat bar with rounded edges, around this 
a strip of platinum-gold is adjusted in such a way 
that on one of the broad sides a narrow space is left 
free. To this, a short extension, adjusted to the 
whole length of the post, is soldered. This connects 
the post to the abutment (fig. 13). 

The first trials with the external attachment in the 
usual form proved to be distressing failures. After 
the partial denture had been in use for some time 


| 


Fic. 13.—With the latest improvement a flat bar with 
rounded edges (a) and short extension (5) serves as post 
for the attachment. A plate (c) soldered to the gingival 
extremity of the post, acts as a stop to the sleeve (d), and 
prevents the denture from settling. 
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the occlusion and with it the functional efficiency of 
the denture was lost. This was due to the progressive 
atrophy caused by the unrestricted pressure on the 
alveolar process. To correct this defect the post of 
the attachment had to be provided at the gingival 
extremity with a plate to act as a stop and prevent 
the settling of the denture (see fig. 13). 

The positions of the posts of the attachment in 
relation to the abutment teeth and the alveolar 
ridge are determined by a parallelometer and in 
placing them, adequate space must be allowed for 
the facing of the first tooth in the denture (fig. 14). 


_ Fic. 14.—The position of the posts of the attachment 
is determined by a parallelometer, allowing adequate 
space for the facings of the first teeth in the denture. 


The sleeve of the attachment is incorporated into 
the body of the denture by means of either two pins 
or a plate, attached to the back of the s'eeve (fig. 15). 


a 6 


Fic. 15.—The incorporation of the sleeve of the attach- 
ment into the denture is achieved by means of either two 
pins (a) or a plate soldered to the back of the sleeve (6). 


It is soldered into the denture only in cases where 
there is also a support by posterior teeth. The 
soldering process is effected at the back of the first 
tooth in the denture, where the pins or the plate 
come through. By this method the solder does not 
flow up to the sleeve, this being kept completely 
free so that it may be tightened on the post if, after 
some time of wear, the frictional retention in the 
attachment has suffered. To keep the space for these 
appendages, tubes for the pins or a box for the plate, 
both made in platinum, are incorporated into the 
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first tooth of the denture and pieces of graphite are 
fitted into them before the investment of the wax 
pattern is carried out. 

With free-end dentures the attachment must, for 
biological reasons, be provided with a stress-breaking 
device. For this purpose the appendages, pins or 
plate, attached to the back of the sleeve are fixed 
into the denture by screws, introduced from the 
lingual or palatal surface of the first tooth in the 
denture (figs. 16 and 17). If pins are used for the 


Fic. 16.—With free-end dentures the sleeves with 
their appendices are fixed into the denture by screws 
introduced from the lingual or palatal side. 


Fic. 17.—If pins are used for the incorporation of the 
sleeve of the attachment, the tips of the screws fit into 
corresponding depressions of the pins. By giving the 
depression of the pin near the occlusal surface an oval 
form, the tip of this screw is allowed to slide within small 
limits and give slightly under the pressure of mastication. 


connection of the sleeve with the denture, the tips 
of the screws fit into corresponding depressions on 
the pins. The yielding movement is obtained by 
giving the depression for the screw, situated near 
the occlusal surface, an oval form in orderjto allow 
the tip of this screw to slide within small limits and 
give slightly in a gingival direction under the 
pressure of mastication (fig. 18). In using a plate 
as connecting link between sleeve and denture the 
Stress-breaking movement is obtained by placing 
the screw in the lower distal quarter of the plate and 
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Fic. 18.—If a plate is used as connecting link between 
the sleeve of the attachment and the denture the stress- 
breaking movement is obtained by placing the screw in 
the lower distal quarter of the plate and by special 
adjustment of the upper and lower margins of the plate. 


Fic. 19.—Method of providing stress-breaking resili- 
ence. (a) Sleeve. (5) Plate for attaching sleeve to denture. 
(c) Screw hole in plate. (d-f) Perpendicular line through 
screw hole. (d-e) Occlusal surface of plate inclined from 
the horizontal towards the gingival surface. (/-g) 
Gingival surface of plate inclined from horizontal towards 
occlusal surface. This arrangement permits the plate 
to move to a restricted degree within the box, in a 
gingival direction only, around the axis of the screw 
which fits loosely in the hole in the plate. 


by a special adjustment of the upper and lower 
margin of the plate (fig. 19). This adjustment con- 
sists of cutting the occlusal surface of the plate 
distal to a perpendicular line drawn through the 
hole of the plate so that it is inclined slightly from 
the horizontal to the gingival margin, and cutting the 
gingival surface of the plate mesially to the same 
perpendicular line in the reverse direction. By 
doing this a restricted degree of mobility is given to 
the plate in the box but only in a gingival direction 
around the axis of the screw, which fits loosely in the 
hole of the plate. In this way we get with both stress- 
breaking devices a controlled and limited resilience 
corresponding with the compressibility of the 
mucosa. It can be further adjusted if after some use 
it is found that the yielding movement of the free-end 
saddles is not quite sufficient. The stress-breaking 


clasp and the stress-breaking attachment will 
prevent undue strain on the abutment teeth and 
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allow a yielding movement of the free-end saddles. 
The intermittent pressure acts as physiological 
stimulation to the underlying mucosa and alveolar 
bone. Thus, atrophy of the alveolar ridge, which is 
the result of misuse and disuse, will not occur and 
the partial denture will satisfy the bio-physiological 
requirements. 

Those cases are particularly complicated, where 
lower partial dentures with rigid anchorage on one 
side require a resilient anchorage with the free-end 
saddle on the other side. Here, the usual stress- 
breaking attachment alone will fail to provide a 
satisfactory degree of resilience on account of the 


Fic. 20.—In cases where there is a free-end saddle 
only on one side and a rigid anchorage on the other, the 
stress-breaking attachment alone fails to provide the 
necessary resilience on acount of the rigidity of the bar. 
By the incorporation of a new joint into the bar on the 
side of the free-end saddle it was possible to correct this 
defect. (a) Abutment tooth. (6) Screw holding exten- 
— sleeve of attachment. (c) Joint in free-end front 
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rigidity of the bar and the non-flexible anchorage 
on the other side. 

The defect can be corrected by incorporating a 
joint in the bar on the side of the free-end saddle 
(fig. 20). 

SUMMARY 

The problem of the construction of a partial 
denture was governed, until about twenty-five years 
ago, only by mechanical factors. Since then funda- 


knowledge of the importance of the living foundation. 
So bio-physiological ideas have gradually influenced 
our methods of planning and designing a partial 
restoration. 

The rigid connection of a free-end denture with 
the abutment teeth is not considered to be biological, 
owing to the fact that the components of the biting 
stress exert a destructive influence on the supporting 
teeth. 

The tendency to avoid this danger to the abutment 
teeth by construction of a denture borne entirely by 


the alveolar ridge cannot be regarded as a satis: | 


factory solution of this problem. 
process is not capable of tolerating excessive pressure 
without undergoing rapidly progressive atrophy. 

As both the abutment teeth and the alveolar 
ridge have a certain capacity to compensate for an 
overstress the best solution of this problem is an 
even distribution of the burden of the partial 
denture, so that it is both tissue- and tooth-borne. 
This distribution of stress is only possible by stress- 
breaking elements with strictly limited and controlled 
resilience. The stress-breaking type of clasp and the 
joint stress-breaker comply fully with the bio 
physiological requirements. 


THE DEVELOPMENT AND FUTURE OF THE SCHOOL DENTAL SERVICE! 


A 


THE future of any organisation is so closely 
linked with its past that I feel it is fitting at this time 
of uncertainty to consider how the School Dental 
Service came into being, and how it advanced so that 
immediately prior to the introduction of the National 
Health Service in July 1948, it formed a vital part of 
the health service of this country. 

The importance of the child to the community 
was possibly first recognised by those pagan rulers 
who curbed religious practices involving child 
sacrifice. In ancient Greece the importance of 
mothers and children was fully realised, and 
medical problems arising out of childbirth were 
given much thought. Later, on the continent of 


MARTIN, L.R.C.P., L.R.C.S., L.D.S.Epin.. L.R.F.P.S.GLASG. 


Europe, the growth of religious orders, along with 
an increasing knowledge of medicine, still further 
increased the facilities for the care and protection 
‘of mothers and children. 

Despite this, throughout the Middle Ages little 
advance seems to have been made in this country 
so far as the women and children of the labouring 
classes were concerned, and indeed it was not until 
the second half of the eighteenth century that 
enlightened thought turned to seek a betterment of 
social conditions generally, and as a result England 
won for herself a higher standard of living, and saw 
the introduction of public voluntary hospitals, and 
measures such as quarantine and vaccination. On 


Presidential Address to the Public Dental Officers’ Group, Leeds, November 5, 194%. 
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the other hand, public health conditions generally 
were appalling at this time, with primitive sanita- 
tion, ill-ventilated houses, ill-health and high 
mortality. Moreover, there was the cruel tyranny 
of the Industrial Revolution. Infants of 3 or 4 
years of age, children, and women, often expectant 
mothers, worked long hours under fearful condi- 
tions in the mines, factories and potteries, and 
abuses, such as the use of children in chimney 
sweeping, were rampant. Gradually enlightened 
public opinion was awakened to the fact that the 
future of the nation was being held in jeopardy by 
this treatment of mothers and children. Men, such 
as Sir Edwin Chadwick and Lord Shaftesbury 
began a bitterly-contested struggle against public 
apathy and industrial interests to improve social 
conditions, to safeguard mothers and children, and 
to improve the health of the people on a national 
basis. Various select committees laid bare the 
abuses and their reports led to the passage, through- 
out the nineteenth century, of a number of Factory 
Acts, humanitarian in nature and designed mainly 
to benefit and protect mothers and children em- 
ployed in industry. 


THE BIRTH OF PREVENTIVE MEDICINE 

Concurrently with the passage of these measures 
it came to be realised that public medical relief for 
the poor was not enough and that the State must 
concern itself with the prevention of disease for the 
benefit of the nation asa whole. The Public Health 
Act of 1848 was the result. This was followed by 
further Acts designed to benefit the health of 
mothers and children. 

Public thought next turned towards the physical 
and mental development of the rising generation 
and the Education Act of 1870 made education 
compulsory. 

It was quickly realised that compulsory attendance 
at school was not enough. Many children were 
found to be puny, underfed, verminous, ill-clothed, 
and to have, besides ailments of a minor nature, 
defects of hearing, of sight or of their teeth, to have 
limb deformities, or to be mentally retarded. 

Although parents were in the main ignorant and 
neglectful it was argued by many prominent public 
men that provided the State supplied the schools 
and cared for the mind, even on very simple lines, 
the care of the child’s body was the parent’s concern. 

Once again enlightened public opinion pressed for 
greater interest in the physical state of the child, 
and as a result further Education Acts (1890, 1893, 
1899) made special provision for the education of 
blind, deaf, crippled or mentally defective children. 

Still many children were unable, on account of 
less obvious physical ailments, to benefit fully from 
the educational facilities provided. 

The Report of the Royal Commission on Physical 
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Training (Scotland) 1903, and that of the Commis- 
sion on Physical Deterioration 1904, with their 
sorry stories of physical, social and moral! defects 
throughout the nation led in turn to further Educa- 
tion Acts and the Act of 1907 inaugurated the 
School Medical Service. It was soon found that 
medical inspection was not enough. Facilities did 
not exist for the adequate treatment of the various 
defects found on examination, and certain forms of 
treatment, including dental, had to be provided 
within the framework of the School Medical Service. 
Public opinion was not yet fully in agreement with 
this advance, and progress was at first slow, especi- 
ally where dental treatment was concerned. 


THE BEGINNINGS OF THE SCHOOL DENTAL 
SERVICE 

Some time previous to this, two events of major 
importance to the dental profession had occurred. 

The Dentists Act of 1878 had made the profession 
of dentistry subject to statutory regulations, and in 
1880 the British Dental Association was incor- 
porated. 

Following these events thoughts were turned 
towards the dental condition of school children. 
Towards the end of the century a number of 
English public schools made arrangements for the 
dental care of their pupils, and a number of eminent 
dental practitioners, were treating, on a charitable 
basis, the children of Poor Law Schools and 
Institutions. They were appalled by the dental 
condition of these children. 

Mainly as a result of this, in 1890 the British 
Dental Association appointed a Committee to 
investigate and to report to the Representative 
Board, “* as to the teeth of school children.” Fol- 
lowing this the Government of the day did appar- 
ently take some interest, but, owing to professional 
opposition and indifference, public apathy and 
parental ignorance, it was not until 1907 that the 
beginnings of a School Dental Service could be 
made. This was in Cambridge, where, through a 
voluntary sourge, a dental clinic for school children 
was established, and the interest of the Board of 
Education was aroused. Other areas followed this 
lead and the period 1908-13 became a time of 
experiment and exploration as to the running of a 
school dental service. By 1910 sufficient experience 
had been gained for the Chief Medical Officer of 
that year to suggest the annual inspection of school 
children from the age of 5 or 6 years, and the need 
to regulate the School Dental Service under the 
Education Act was realised. 


EXPANSION BETWEEN THE WARS 
By 1914, 130 local authorities in England and 
Wales had opened nearly 200 school dental clinics. 
Expansion of the service was delayed by the War of 
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1914-18, but the Education Act of 1921 gave the 
movement a further stimulus by empowering local 
education authorities to treat children attending 
secondary schools, and in 1922, following consulta- 
tions between Sir Norman Bennett and the Repre- 
sentative Board of the British Dental Association on 
the one hand, and Sir George Newman and the 
Board of Education on the other, recommendations 
as to suitable accommodation, equipment, staffing, 
line of treatment, etc., were made to the Board of 
Education. These recommendations have formed 
the basis of the School Dental Service as we know it. 

Thereafter the service advanced steadily, until by 
1939 it was the finest preventive service in the world. 

The majority of local education authorities were 
interested in, and appreciative of the service being 
rendered to the community, and mutual esteem 
existed between the local authorities and the dental 
profession. 

Parental prejudice was being overcome, mainly as 
a result of the high standard of treatment available, 
and children, encouraged by their teachers, had 
come to regard clinic attendance as part of their 
normal school life. The future of the service 
seemed assured. 

Concurrently with the growth of public interest 
in the well-being of the school child there had been 
an increasing interest in the welfare of mothers 
and of children of pre-school age ; and while the 
expansion of the M. and C. W. Service was slower 
than that of the School Dental Service, it was 
nevertheless gaining impetus, and the two services 
had taken their place, side by side in the public 
health administration of the nation. 

Throughout the last war, when many public 
dental officers were called upon for National 
Service, and facilities had to be reduced, real efforts 
were made by the local authorities to maintain a 
preventive dental service. 

During the war the Beveridge Report and the 
report of the Teviot Committee appeared likely to 
influence the future of the School Dental Service to a 
marked degree. 

To quote from the Beveridge Report : 

“There appears to be ground for regarding a 
development of preservative dental treatment as a 
measure of major importance for improving the 
health of the nation.” 

Surely this was a happy augury for the future of 
the greatest preventive dental service in the country 
—the School Dental Service. 

In the interim report of the Teviot Committee 
we read : 

** We regard a big expansion of the dental service 
available to school children one of the essential 
foundations of a comprehensive service.” 

Later in the same report reference is made to 
Local Authority schemes. 
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** Our concern is not to dispense with these services, 
nor to regard a general service as a substitute fo, 
them, but rather to strengthen and improve them by all 
practicable means. They must form as it were the 
sharpest point of the attack of the dental force of the 
country upon dental disease.” 

The various associations concerned with local 
government added their plea for an expansion of 
the school dental service in their memoranda to the 
Teviot Committee. 

The Teviot Report led public dental officers to 
envisage a greatly improved and expanded school 
dental service. 

The Education Act of 1944 seemed also to mark 
another great step forward in the affairs of the 
School Dental Service. 

With the ending of hostilities the expansion of the 
School Dental Service continued. Local authorities, 
encouraged by their dental staffs, materially im- 
proved accommodation, equipment, treatment facili- 
ties, etc., and by 1948 there were over 900 school 
dental officers. 


EFFECT OF THE NATIONAL HEALTH SERVICE 
AcTSs 


The National Health Service Acts, which came 
into operation on July 5, 1948, seemed also, with 
their special provision for the dental care of the 
priority classes, to augur well for the Public Dental 
Service. It was, however, at this time that some of 
us had our first misgivings as to the future. The 
effect of the Acts upon clinic attendance was an 
indeterminable factor. A drift of patients from 
clinics was feared by some, but the majority of 
senior dental officers, encouraged by ministerial 
circulars, and knowing well that an efficient service 
would attract patients, planned for expansion and 
improvement. What some of us did fear was 
that the local authorities would attempt to shelve 
the responsibility of providing dental treatment, and 
would encourage parents to make use of the General 
Practitioner Service for the dental treatment of the 
children, quite losing sight of the preventive nature 
of the School Dental Service. 

There can be no doubt that to a certain extent 
this policy has been followed by a number of local 
authorities, to the detriment of the health of the 
school children. 

This policy, coupled with the very high remunera- 
tion earned in private practice, and with the national 
shortage of dentists, has brought the School Dental 
Service to a complete standstill in some parts of the 
country, and to the level of a breakdown service in 
others. There can be few areas where the school 
dental service has not taken a retrograde step. Re- 
cruitment is at a standstill, and resignations from 
the service continue. 

The mutual esteem which formerly existed 
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between school dental officers and the local autho- 
rities has largely been lost. 

The most tragic feature of all is that the dental and 
consequently the general health of the children of 
Britain is being jeopardised. This was, I am certain, 
never envisaged by those who framed the Education 
Act of 1944, or the National Health Service Acts 
of 1946. 

How can this unhappy state of affairs be cor- 
rected ? 

THE FUTURE 

The very survival of the School Dental Service 
depends upon a number of factors. 

Unfortunately remuneration plays a part, but as 
a body we cannot be accused of being mercenary. 
The mere fact that any school dental service exists 
today is proof of that. The knowledge of the vital 
importance of the service to the well-being of the 
community has made many school dental officers 
remain in appointments where monetary rewards 
are small compared with those obtained by other 
sections of the profession. Much depends upon 
those about to take part in the salary negotiations, 
which we hope will shortly commence. To them I 
would say : ‘‘ Put away all petty interdepartmental 
and sectional jealousies, and, remembering that the 
future health of this nation is largely in your hands, 
come to a wise and just settlement.’ There are, 
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however, I think, other factors of greater importance 
than remuneration. 

In the past recruitment has been hindered by the 
“dead end” reputation of the service, perhaps 
gained deservedly. There must be greater scope 
for promotion by ability, for post-graduate instruc- 
tion and for specialisation. 

The duties could be made more varied by schooi 
dental officers being allowed to hold part-time 
hospital appointments. 

There is a vast opportunity for research and 
mass investigation, and from this angle the dental 
teaching schools might take a greater interest in the 
service, to our mutual advantage. We must raise 
our own status by ensuring that the treatment and 
facilities provided, are equal, or even higher, than 
those appertaining to the best type of private practice. 
We must all, moreover, be willing to put more 
into the service than we can take out. 

The nation cannot afford to be without a school 
dental service, nor can I believe that the lessons 
learned over so many years will be totally disre- 
garded. I have no doubt that wise statesmanship 
coupled with a will to succeed would at this time 
ensure that a new and better service would arise 
from the ashes of the old, and that it would climb to 
its rightful position as the very heart of the dental 
service of this nation. 


SHORT COMMUNICATIONS 


A CASE OF DENTIGEROUS CYST AND 
AN ADDITIONAL UNERUPTED TOOTH 


By E. K. TRATMAN, O.B.E., M.D.S., 
F.D.S. R.C.S.ENG., F.S.A. 


Case No. 3110/47, Chinese (Hokien), male, aged 30. 

The patient attended with a complaint of a swelling of 
the right maxilla for two months. The swelling was 
painless. He stated that he had had a similar swelling 
about six years before but this had subsided following the 
extraction of some anterior teeth. Three days before he 
was seen he had been to a medical practitioner to have 
the“* abscess ” incised but ‘‘only a few drops of pus came 
out.” 

Extra-orally there was a marked expansion of the face, 
especially up towards the infra-orbital area, with obliter- 
ation of the naso-labial fold. It was hard and painless 
with the bony margins fairly well defined. It was smooth 
and not inflamed. 

Intra-orally there was marked expansion of the outer 
plate of the alveolus from 5-1 | area. The swelling was 
smooth and globular with an area of fluctuation an- 
teriorly with well-defined bony margins. The palate was 
depressed on the right side anteriorly. Firm pressure on 
the palate caused a slight “give” with accompanying 
distension in the buccal sulcus. 32 | 13 were absent and 
it was assumed that these, except perhaps | 3, had been 
previously extracted. On the left side there was a 


slight gap between the j 4 and | 2 suggesting that the | 3 
might be unerupted. 1 | was present but slightly loose. — 

Provisional diagnosis of dental cyst arising from sepsis 
in relation to lost 32| of right maxilla was made. 


Fic. 1.—Occlusal X-ray view of case. 
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Fic. 2.—Intra-oral radiographs of cyst. Note abrupt bend in roots of premolars on cyst side. 


Radiographs showed a different condition (figs. 1 
and 2). On the right side there was a large unilocular 
cystic cavity extending distally to the first molar area and 
anteriorly well across the mid-line of the palate. The 
right canine was seen to be displaced distally with its 
crown projecting into the cyst from above. The left 
canine was also unerupted but did not appear to be in the 
cyst. On the right side the roots of the 54 | were seen to 


have been bent through nearly a right-angle and to be 
still covered by bone. 

At operation these findings were confirmed. The 
crown of the right canine did project into the cyst but the 
left canine was quite outside the cyst and was removed at 
a second operation. 

This is undoubtedly a case of dentigerous cyst but the 
interest lies in determining how it came to be formed, 
There are three principal ways in which a tooth of the 
permanent series can be involved in a dentigerous cyst. 
Firstly by the extension of a dental cyst of the deciduous 
tooth to embrace a permanent tooth. Secondly a cyst of 
eruption, especially if that occurs in connection with an 
unerupted tooth, the common example being the denti- 
gerous cysts arising in relation to unerupted supernum- 
erary teeth. Thirdly by a dental cyst of a permanent 
tooth involving an unerupted tooth of the same series. 

The first seems unlikely in this case. The second is a 
possibility but one would have expected the condition to 
have been bilateral and both unerupted canines to have 
been involved. Though on the right side the determining 
factor might have been sepsis in relation to the 2| 
causing the ultimate formation of a cyst of eruption of 3 |. 
The third seems the most likely and the cyst probably 
arose from a dental cyst of the extracted lateral incisor. 
But whichever is the case it is important to note that the 
cyst was large enough by the age of 10 years to press upon 
and distort the roots of the premolars while those roots 
were yet incomplete so that the total history of this case 
must cover more than twenty years. 

It is reasonable to suppose that the original position of 
the right canine was somewhat similar to that found on the 
left side where the canine had not been involved in a 
cyst. So that in the growth of the cyst the canine has been 
carried a very long way from its original position and 
yet it had still only the crown projecting into the cyst. 

So the full diagnosis of this case would be bilateral 
total displacement of the maxillary canines with the 


right canine secondarily involved in a dental cyst of the 
right lateral incisor. 


FISTULA IN HARD PALATE FOLLOWING 
PROLONGED USE OF A RUBBER 
SUCTION DISC 


By GORDON M. WILLIAMS, L.D.S.ENc. 


THE patient, a man aged 65, presented complaining 
of the poor retention of his full upper denture, made thirty 
years previously with a suction chamber and rubber 
disc to aid retention. 

For a number of years the patient had worn the denture 
as fitted, although the rubber disc caused some dis- 
comfort and even pain. However, it was not until he 
found *‘ a hole in the palate ” that use of the rubber disc 
was discontinued. As far as can be ascertained this 
was about twenty years after the denture was first fitted. 

Treatment.—Impressions were taken in plaster, the 
perforated palate being first covered with a piece of 


cellophane slightly moistened with varnish. This 
method resulted in a denture with excellent retention. 

I would like to thank Mr. Kelsey Fry for his advice on 
the treatment of this case, and Mr. R. F. Dart for the 
photograph. 
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Orthodontic Notes 


Orthodontic Education Within the Scheme of Dental 
Education 


THERE is confusion as to the principles of practice and 
the policy of teaching orthodontics both as a speciality 
and as an integral part of dentistry. It is just as necessary 
to give thorough clinical training for orthodontic practice 
as it is for operative dentistry. The general practitioner 
has false impressions of orthodontics : he has had little 
instruction and training during his undergraduate career, 
is helpless in his decisions and valuations and becomes 
gullible to misstatements, distortions and exaggerated 
claims from different directions ; this hurts dentistry as 
a whole, orthodontics and the public. The more we 
delve into the problem, the more we realise how little 
we actually know, and how much more we have to learn. 
Preventive orthodontics, as presented in the literature, is 
replete with discrepancies and inconsistencies. Exagger- 
ated claims are made that from 70 to 90 per cent of 
malocclusions could be prevented if seen early. Other 
controversial questions are the optimum age for treatment 
and the problem of extraction ; these present a picture 
of real despair. In support of this contention, one has 
only to study the textbooks. The student, by his education, 
is well equipped to weigh and judge the different theories, 
views, and techniques of any speciality. His training 
equips him to be a good general practitioner and to 
advise and guide his patients in the need for and choice 
of a specialist. Differences of opinion can always exist, 
but they must be clear cut and exposed to an enlightened 
jury of a well-educated dental profession. The literature 
reveals unnecessarily created controversies and more 
hidden agreement than appears on the surface. Often 
there is greater lack of understanding of the topic under 
discussion than there really is a difference of opinion. 
Can any general plan of orthodontic education be 
developed in such an atmosphere ?—-M. A. MUNBLATT 
(1949) .4dmer. J. Orthodont., 35, 521. 


Habits and Their Relation to Malocclusion 


Hasir, as the dentist usually thinks of it, is the fre- 
quentiy repeated application of force to the denture from 
outside or from sources closely associated with the den- 
ture. This is not always true. Many times, a habit that: 
may directly affect the occlusion is a habit of omission. 
Whenever habit is a contributing factor, therapy is an 
individual problem. There is variation in the performance 
of therapy. With that in mind, it becomes impossible to 
lay down definite procedures which will be effective in 
all cases. Procedures may be recommended, but very 
often special procedures are required for individual cases. 

Lip-biting may cause protrusion of the upper incisors. 
It is frequently associated with tongue thrusting and 
abnormal swallowing and is one phase of a complete 
action. Correction is more successful if the protrusion is 
reduced first. Success in the treatment of a habit is 
dependent upon the patient being interested in over- 
coming it, otherwise success is remote. The ability of 
the operator to analyse the child’s personality and strike 
the chord that will bring response is the key to success. 
All other procedures aimed at the correction of the 
habit are secondary and are presented to the patient only 
as aids in reaching the goal. To aid the patient in breaking 
the lip-biting habit, pomade lipstick may be used. The 
grease on the lip reminds the patient not to bite the lip. 
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Tongue habits may affect any part of either arch. Open 
bite malocclusion is often caused by a tongue habit. The 
tongue may lie between the upper and lower teeth which 
are prevented from erupting. The area affected may 
include the incisors but frequently extends to the per- 
manent molars. Every time the patient swallows the 
tongue is forced between the teeth and much pressure 
results. For those children who suck the thumb only 
when going to sleep, the wearing of boxing gloves has 
been very successful, but it is important that the child 
believes that the gloves will help him to break the habit, 
as all children wish to do. An appliance to break the 
thumb-sucking habit consists of bands on the first 
deciduous upper molars to which a wire is soldered 
crossing the palate but far enough from it to prevent 
suction between the thumb and palate. It was once 
thought that children having a Class II, Div. I mal- 
occlusion were mouth-breathers. This is not necessarily 
true, nor is it true that all mouth-breathers have a 
Class II, Div. I malocclusion. Any type of malocclusion 
may accompany mouth-breathing. If the open mouth 
habit is associated with protrusion of the upper incisors, 
so that the lips cannot be closed without an effort, the 
protrusion must be corrected before the patient practises 
to keep the lips closed. To accomplish this, the patient 
grasps the chin between the thumb and forefinger and 
holds the lower lip down while the upper lip is forced to 
come down to meet the lower to close the lips. This 
should be done several times, three or four times daily.— 
LELAND R.. JOHNSON (1943), J. Amer. dent. Ass., 30, 848. 


Adaptation to Embouchure as a Function of 
Dentofacial Complex 


WIND instrument playing is one of the group of 
functions that depend upon the teeth and their sup- 
porting structures. The jaws, teeth and lips are used 
continuously, so it is important to the musician to use 
them at their best functioning level. The dentofacia! 
features, as well as the mouthpieces of the instruments 
are not fixed in form; both differ widely from indi- 
vidual to individual. 

Extreme distoclusion creates an adjustment problem 
for the brass player. Players of small brass instruments 
with this deformity adjust more readily than do those of 
larger brass instruments. Mesiocclusion of the mandible 
associated with lower anterior irregularity is disturbing 
to players of both large and small mouthpiece instru- 
ments, and crowding or rotation of anterior teeth is one 
of the irregularities considered undesirable for wind 
instrument playing. Orthodontic services will be 
needed by some individuals to provide satisfactory 
functional relationships for adaptation to embouchure. 
In other cases it will be adequate to advise the selection of 
instruments best suited to the occlusal conditions.—E. A. 
CHENEY (1949) Amer. J. Orthodont., 35, 440. 


Orthodontic Movement after Extraction 


Dr. WEINMANN writes : “* From our knowledge of 
healing after extraction, orthodontic movement may be 
started immediately after the surface has healed over, 
provided the septum between the empty socket and the 
tooth that is to be moved is not injured. In this case, 
the changes taking place during bone reconstruction 
would be similar to those occurring in the labial alveolar 
plate during labial tooth movement. Movement toward 
the empty socket would be favourable because the bony 
septum is bounded by the young connective tissue (in 
the healing socket) that has great osteogenic potentialities.” 
—Amer. J. Orthodont. (1949) 35, 728. 
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CONSULTANT SERVICES 


A MEMORANDUM on the development of con- 
sultant services, originally produced for circu- 
lation to Regional Hospital Boards, has been 
issued by the Ministry of Health! A Fore- 
word to the memorandum emphasises that its 
object is to assist Regional Hospital Boards 
in the planning and future development of 
consultant services and that this guidance * is 
not put forward in any sense as a series of 
instructions which Regional Boards must 
follow.” Expansion of consultant services is 
closely linked with the terms of service and the 
remuneration of the necessary staff, for, as the 
memorandum points out, the distribution of 
consultants, in the past, has been determined to 
a very large extent by economic factors, i.e. by 
the scope for private consultant practice in any 
particular town or area. The resulting uneven 
distribution of consultants and the actual 
deficiency in their numbers can only be made 
good gradually. Distribution can be effected 
to some degree by the creation of new salaried 
posts but consultants need to be trained, and 
for some years to come the number of those 
possessing the requisite degree of competence 
and experience will inevitably fall short of the 
optimum requirements set out in the memo- 
randum. This being the case, there will be 
general agreement with the dictum “It is 
imperative to avoid the mistake of expanding 
consultant staffs by recruiting men and women 
with inadequate training and experience,” and 
with the proposition that the “mere possession 
of a special diploma is not in itself a qualifica- 
tion for consultant rank ; adequate experience 
and training are essential.” 

The proposals put forward in the memo- 
randum for the provision of dental treatment 
in hospitals afford a cogent illustration of the 
size of the problem of providing a full hospital 
service. On the basis of one whole-time dental 
surgeon specialising in oral surgery to meet the 
needs of a population of about 300,000, some 
150 such specialists, or their equivalent in part- 
time service, would be necessary, in addition to 
those specialising in maxillo-facial injuries who 
would te attached to the special hospitals or 


' The Development of Consultant Services. His Majesty’s 
Stationery Office, 0d. net. 


units established for the treatment of these cases. 
Each of these consultants would need to be assisted 
by members of the dental staff, some of whom 
would themselves be consultants in training. 
This, taken by itself, might not be thought to be 
an aim difficult of attainment. It is. however, 
only part of the picture since it is estimated that 
“with a fully equipped department able to deal 
with all ordinary forms of dental care’’ one 
whole-time dental surgeon, assisted by one or 
two dental house-surgeons, one of whom 
should be resident, would be required for each 
500 hospital beds. If this requirement is to be 
met, 1,000 dental surgeons and a still greater 
number of hiouse surgeons would be absorbed 
by the hospital service. Clearly the attainment 
of this desirable state of affairs must be regarded 
as the ultimate aim rather than as an immediate 
practical objective. It is, nevertheless, a matter 
for, at any rate, qualified satisfaction to know 
that the need to expand the provision for dental 
treatment in hospitals has been recognised. 
For it is only too true, as the memorandum says, 
that “The value of dental treatment as adjunct 
to certain forms of medical treatment is not 
sufficiently appreciated and it is only rarely that 
a hospital provides adequately for dental care.” 
It is estimated that each plastic surgery unit, 
serving a population of three millions, would 
require the services of two part-time dental 
surgeons with special experience in maxillo- 
facial cases and that, in addition, a dental 
surgeon training for this work should be a 
member of the staff of a sub-unit of 50 beds. 
Thanks to the foresight displayed during the 
war in the provision of facilities for the treat- 
ment of jaw injuries, an adequate number of 
dental surgeons with experience of this work 
should be available to render the fulfilment of 
this particular requirement a relatively simple 
matter. 

No mention is made in the memorandum of 
orthodontists. This omission doubtless arises 
from the fact that in the Health Service the 
treatment of orthodontic cases is confined to out- 
patient departments of dental teaching hospitals, 
school clinics and the general dental services. 
Whatever the reason, it is clear that if any 
substantial progress is to be made towards the 
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provision of adequate facilities for the treat- 
ment of these cases, a very considerable number 
of dentists must receive special training and, 
as a corollary, be recognised as being of con- 
sultant rank. Since, however, orthodontic treat- 
ment is so closely bound up with the provision 
of ordinary dental treatment for school children, 
it is impossible to look forward to any con- 
siderable advances being made in this direction 
until the school service is restored to the level 
which had been reached before the Health 
Service came into operation. 

The distinction between treatment which is of 
a specialist nature and that which can properly 
be given in a practitioner’s own surgery natur- 
ally falls outside the compass of the memo- 
randum under discussion. It is, nevertheless, a 
subject of more than academic interest at the 
present moment. As will be seen from the 
report of the Health Acts Committee to the 
Representative Board, the Dental Estimates 
Board has refused to authorise estimates for 
treatment under the General Dental Services 
on the ground that the treatment estimated for 
was work of a specialist character and, therefore, 


NOTES AND 


The Representative Board 


The popular figure of the Chairman of the Council 
was missing from the meeting of the Representative 
Board on Saturday last, and the Board learnt with 
regret that this was due to illness. It is good, 
however, to know that Mr. Husband is now re- 
covering satisfactorily after an ophthalmic operation 
and that his enforced abstention from the duties of 
his office will not be very prolonged. In_ his 
absence the duties of his office were discharged by 
Mr. J. Lauer who was appointed Vice-Chairman of 
the Council at the first meeting of the Board after 
amalgamation. A full report of the proceedings 
of the Board will appear in the next issue of the 
Supplement. 


Dr. Lilian Lindsay 


There can be but few members of the Association 
who are unaware of the debt which the profession 
owes to Dr. Lindsay for her untiring work in the 
fields of dental literature and dental history. It is 
doubtful, however, if anyone who has not been 
intimately connected with the work of the library or 
the Journal can have an adequate idea of the 
immense amount of detailed work which she has 
done in these two spheres of her work. The title 
of the Robert and Lilian Lindsay library bears 
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did not come within the General Dental Service. 
This constitutes a denial of the freedom of a 
practitioner to undertake whatever treatment 
he considers to be in the best interests of his 
patient, and he feels competent to carry out. 
There are conditions which obviously call for 
hospitalisation and specialist treatment, but 
there are many more on the border line which 
dentists who are not specialists might quite 
properly prefer to treat themselves. There are, 
too, cases such as, for instance, impacted 
lower third molars, where the drawing of the 
dividing line depends on the degree of difficulty 
to be expected rather than on the nature of the 
case. In medical practice the decision whether 
a case is to be referred to a consultant or a 
hospital is made by the general practitioner 
responsible for the treatment of the patient, 
and there would appear to be no valid reason 
why this procedure should be departed from in 
the case of dental treatment. Dentists will 
differ in their opinions as to the cases which 
should be referred, but the fact that they do so 
ought not to be allowed to obscure the principle 
which is at stake. 


COMMENTS 


witness to future generations to the loving care with 
which she has fostered the growth of the library of 
the Association since she first took charge of the 
nucleus of books in the then new house of the 
Association in Russell Square, thirty years ago. 
During all that time she has been the guide and 
friend of all those, young and old, who have sought 
knowledge from the books under her care. Twenty 
years ago she was Officially appointed sub-editor of 
the Journal. Perhaps only her colleagues on the 
staff and the authors of papers realise that her 
official title was a misnomer and covered but a 
tithe of the contribution she has made to the work 
of the Journal. Fortunately her retirement from 
the post of sub-editor is as “ official ** as was her 
appointment and does not entail a cessation of her 
other, and more important, activities in connection 
with the Journal. The pension voted to her by 
the unanimous acclamation of the Representative 
Board was but a token of the appreciation of her 
work on behalf of the profession. 


Restoring Priority Services 

Ir is a sign of the times that dental services 
should be mentioned in an election manifesto. On 
the Health Service the Conservative Party Mani- 
festo says ** Administrative efficiency and economy 
and correct’ priorities throughout the whole service 
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must be assured, so that a proper balance is main- 
tained and the hardest needs are met first. In 
particular, the balance of the dental service should 
be restored so that children and mothers receive 
attention. Few will be found to quarrel with this 
statement, indeed, the latter part of it would almost 
certainly be endorsed by men of all parties. Although, 
however, it would be unreasonable to expect a 
manifesto of this kind to contain detailed plans 
by which the laudable aim, set out in it, could be 
achieved, it is obvious that these could take many 
varied forms, some of which would raise a con- 
siderable measure of controversy. 


Grants for Study in the United States 


THE United States Government announces that 
under the Smith-Mundt Act, a limited number of 
dollar grants are available to university teaching 
staff or those of equivalent academic status in other 
institutions, and to senior research workers who wish 
to visit the United States for the purpose of study, 
research or lecturing. The basic criteria for the 
award of a Smith-Mundt grant are :— (a) Candi- 
dates must be affiliated with an American institution 
of higher learning. (6) Candidates in the research 
group must spend at least three months in the 
United States, and visiting lecturers at American 
universities at least six months or one semester. 
(c) All applicants must be citizens of the United 
Kingdom. Successful candidates will also be 
awarded a Fulbright travel grant to cover the return 
fare from their home in the United Kingdom to the 
first point of destination in the United States. The 
maximum grant under the Smith-Mundt Act is 
$2,000 per annum, plus the cost of internal travel 
within the United States (when not covered by the 
Fulbright grant), plus a $10 per diem allowance 
during this travel. In order that the maximum 
number of persons shall be assisted, Smith-Mundt 
grants will in the majority of cases be awarded to 
supplement inadequate dollar funds obtained from 
some other source. The grants will operate within 
the period of one year from June 1, 1950. Appli- 
cations may be made by candidates who have not 
yet concluded the above institutional affiliation but 
are virtually certain to do so. All those wishing to 
apply should write immediately to the United States 
Educational Commission in the United Kingdom, 
55, Upper Brook Street, London, W.1, for appli- 
cation forms. The forms must be returned before 
February 18, 1950. 


Fellowships and Scholarships 


ENTRANTS to the professions and those studying 
for higher qualifications or desirous of undertaking 
research work sometimes have difficulty in dis- 
covering what scholarship or grants are available 
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for their assistance. ** Clementson’s List of Scholar- 
ships, Fellowships and Grants to Students and 
Research Workers,” which has just been published, 
seeks to meet this need. Volume I of the list is 
divided into 20 numbers each of which contains 
particulars of the awards which are made by a 
particular group of authorities or are available for 
the profession covered by the number. Medical 
and dental awards are grouped together under one 
heading. The sixteen foolscap pages of this number 
give brief particulars of the awards offered and an 
indication of the source from which full information 
with regard to them can be obtained. In this section 
only the awards which are confined to medicine 
or dentistry are given, attention is, however, drawn 
to Entrance and other scholarships of universities 
which are tenable in all or several faculties. These 
and State Grants and Local Government awards 
are listed in separate sections of the List. This 
should prove to be an invaluable reference book for 
all who are interested in professional education, 
both undergraduate and post-graduate. 


American Dental Association 

THE News Letter of the American Dental Asso- 
ciation for December 15, 1949, reports that the 
total membership of the Association on November 
30, was 75,267. This record total is made up of 
65,551 active members, 2,511 life members and 
7,205 student members. This last figure shows an 
increase of 3,826 over that for the previous year so 
that it is safe to assume that there will be a satis- 
factory increase in the number of active members 
in the near future. It is interesting to note that the 
number of dental students who graduated from 
American schools in 1949 was the lowest for ten 
years—a result due no doubt to the same war-time 
conditions which brought about a drastic reduction 
in the number of entrants to dental schools in this 
country. 


Fifty Years Ago 

the “ Journal of the British Dental Association,” February 

It may interest our readers to know that we heard last 
week from Mr. Newland Pedley of his intention to sail 
for South Africa on Saturday, February 10, or the 
following day, in the s.s. ‘* Majestic.” He considers it 
probable that he will be located not far from Kimberley, 
very likely at De Aar Junction. Mr. Pedley tells us that 
he is taking with him operating chairs and even workroom 
appliances (possibly with a view to making special 
splints for fractures of the jaw). He expresses his it- 
debtedness to Messrs. C. Ash and Sons, who have 
supplied nearly all his kit, for the trouble they have 
taken in the matter and for generously meeting him in 
the matter of expense ; he adds that it was mainly owing 
to Mr. Ash that he was able to get a supply of 5,000 
gallons of nitrous oxide for the hospital. He is also 
taking a quantity of oxygen. 

Mr. Newland Pedley went out to South Africa at his own expense 
to attend to the teeth of British soldiers during the Boer War. 
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LETTERS TO 


HARVARD SCHOOL OF DENTAL 
MEDICINE 


Sir,—In my article on dental undergraduate education 
in the United States which you were good enough to 
publish in the British Dental Journal of September 2, 
1949, I stated on the authority of Dr. Harlan Horner’s 
admirable book ‘“‘Dental Education Today” that at 
Harvard School of Dental Medicine “Students who 
receive the dental degree may qualify for the medical 
degree on the completion of approximately twelve 
months’ additional study in the medical school” and that 
“the Council on Dental Education has not inspected the 
Harvard School.” 

I am sorry that neither I nor the American educa- 
tionalist, who was kind enough to read the proofs of 
the article, knew that since Dr. Horner had written his 
book, there had been a change in the curriculum and that 
now students who receive a dental degree from Harvard 
School of Dental Medicine would, if they return to the 
Medical School, do so as third year medical students and 
cannot receive the degree of M.D. in less than two full 
years of further study. Also the Council on Dental 
Education inspected the School of Dental Medicine in 
1947 and accorded full approval in February 1948. 

Sutherland Dental School, Yours faithfully, 

Northumberland Road, ROBERT BRADLAW. 
Newcastle upon Tyne 1. 


DESIGN OF POSTERIOR TEETH 
Sir,—I would like to thank Mr. Alexander Macgregor 
for his recent article entitled : Full Dentures: A New and 
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THE EDITOR 


Simple Technique. It is of particular interest to me 
because the principles described have much in common 
with my own findings and in fact are identical with 
those which I demonstrated five years ago while serving 
with the R.A.F. 

The occlusal plane may be registered by the use of a 
template, or by establishing the patient’s own reci- 
procal curve by means of plaster and abrasive bite- 
blocks. 

The technique may with advantage be used for some 
partial restorations. 

The Old Vicarage, 

St. James Street, 
Monmouth. 


Yours faithfully, 
F. I. ROBERTSON. 


ARREST OF H4#MORRHAGE 


Sir,—The article on Arrest of Dental Hemorrhage in 
the current issue of the Journal interests me because of 
the comment that “‘the splint was far from satisfactory 
from many points of view.” 

If the writer would use Black G.P., D. M. Co., he would 
find it completely satisfactory, as the material exerts 
lateral as well as occlusal pressure, an additional advan- 
tage being that the patient can remove the splint, clean 
it in saline and replace it unaided. 

This method has served me for over 25 years. 

144, Hyde Road, Yours faithfully, 


Gorton, J. A. Coapy. 
Manchester, 18. 


REVIEWS AND ABSTRACTS 


OPERATIVE DENTAL SURGERY. Sixth Edition. 
By J. B. Parfitt, L.R.C.P., M.R.C.S., F.D.S. R.C.S.Eng., 
Consulting Dental Surgeon and Late Lecturer on 
Operative Dental Surgery at Guy’s Hospital Dental 
School, and W. E. Herbert, L.R.C.P., M.R.CS., 
F.D.S. R.C.S.Eng., Professor of Dental Surgery, 
University of London, Assistant Dental Surgeon, 
Guy’s Hospital, Director of the Department of Con- 
servative Dental Surgery and Lecturer on Operative 
Dental Surgery at Guy’s Hospital Dental School, 
Internal Examiner in Dental Surgery, University of 
London, External Examiner in Dental Subjects, 
University of Leeds. London : Edward Arnold & Co. 
1948. Pp. 454. Price 30s. 


This book covers a very wide field including sections 
on the equipment and arrangement of the dental surgery, 
business methods to be used in connection with the 
practice of dentistry, the whole of the field of conservative 
dentistry, including radiology, local anesthesia, para- 
dontal disease, and finally, a section on extraction. 

The authors have done a very wonderful work of 
condensation, and while criticisms will be offered they 
must not be allowed to detract from the fact that this 
is a far better thirty shillings’ worth than can often be 
obtained these days. 

The first sections on arrangement and equipment of 
the dental surgery, and the remarks on the business side 
of a dental practice are good, particularly the point made 
that the treatment must be adapted to the temperament 
of the patient. The prime reason for the common 
neglect of the teeth is fear of pain—not fear of possible 


pain—but fear of pain actually experienced. This should 
not be so and is one of the worst features of even so-called 
** modern ” dentistry. The authors might lay much more 
emphasis still on this very important subject. 

The section on the sterilisation of instruments is, 
possibly, overdone. Few dental surgeons go to the 
lengths advocated, nor does it seem to be necessary. 
The authors no doubt counsel perfection—but perfection 
is not always a practical proposition. 

In the new chapter on radiology, which is very good, 
they do not make the important point that what appears 
to be an active pathological condition may only, in fact, 
be the scar of something which was active in the past. 
Insufficient stress is laid on the value of bite-wing films 
for examination for dental caries—this applies also 
to the later section on the examination of the teeth. 
The impression is given that the bite-wing is an optional 
procedure to be used when in doubt, whereas no exami- 
nation for dental caries can be considered complete 
without it. Why insist on impractical perfection in 
asepsis, and be content with less than perfection when it 
is practical in examination ? 

The section on parodontal disease is not up to the 
standard of the rest of the book. Its etiology is not well 
described, though most of the facts are there if you know 
where to look for them—but the inexperienced reader 
does not know. Nor is the treatment right up to date, 
and there are insufficient indications for the use of the 
methods described. Traumatic occlusion is inadequately 
dealt with. 

To devote so much space to Ionic Medication in a 
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work of this nature seems needless—would that the 
authors had used it to expand some of the later sections. 

As in the etiology of parodontal disease, so in the 
etiology of dental caries, no clear and adequate story 
is presented. The authors do not seem to have made up 
their minds, perhaps rightly, about the etiology of 
dental caries. But for teaching purposes it is desirable 
to present a coherent story even if you have to put a 
footnote to the effect that later researches may upset it. 

It is when the authors come to the description of their 
technical procedures for the conservation of the teeth 
that they really come into their own ; and the chapters 
in the middle of the book need little criticism and merit 
high commendation. Even so it is difficult to understand 
why it is necessary to describe ** Hartman’s Solution ”” 
under pain saving in the filling of the teeth. While such 
a solution may have its adherents still, it hardly merits 
mention in this work ! 

Exception must be taken to a statement on page 288 
that a bridge fixed at both ends is not so good as one 
fixed at one end only and with a rest at the other. The 
reverse view is held by many operators of repute and 
should be made known. The real advantage of the 
“fixed movable” is greater ease of construction, not 
longer life. 

The section on porcelain work is excellent, though it 
would not seem necessary today to describe Peck’s and 
Dall’s methods, good though they were. 

In regard to the pulpless tooth, the authors are too 
radical, in the light of recent work on bone, in their 
advice to extract. Too much reliance should not be 
placed on the X-ray appearance of apical infection—may 
not such an area contain, not infected, but scar tissue ? 

In the excellent chapter on Extraction, more and 
better diagrams would add greatly to the value of the 
text. 

Criticisms have been offered ; nevertheless, in this 
book we have gathered together a very great deal of very 
valuable material ; as a comprehensive textbook on 
Operative Dental Surgery it has few better—-certainly 
none at 30s. It is a book that can be confidently recom- 
mended to the student and young practitioner. 


DIE PROBLEMATIK DER PARTIELLEN PRO- 
THESES. By Dr. Willy Geier, Stuttgart-Degerloch. 
Copyright by Zahnarztliche Welt Ltd. Publisher: 
Rieker & Co. Tuttlingen. Pp. 186 with 280 illustrations. 
Price DM 24. 


This book is really a symposium of articles previously 
published in various dental journals by the author. It is 
a critical review of the work of leading continental dental 
surgeons in the field of partial denture construction, and 
it is illuminating for British readers to note the elaboration 
of the laboratory procedures arising from the highly 
conservative approach to the problem of tooth replace- 
ment. For example, fig. 89 shows a model of a maxilla 
in which the only remaining teeth, the canines, carry gold 
crowns joined by a connecting bar, over which is super- 
imposed the full denture restoration. The problem of 
stress breaking as a means of prevention of undue strain 
on the abutment teeth is exhaustively dealt with under 
three headings of principal denture types. 

The work of Miiller, Stein, Fritsch, Roach, K6hler, 
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Balters, Schroder, Rehm, Zerkovitz, Mayer and Rumpel 
is discussed with illustrative examples of construction, 
A special chapter is devoted to the impact of abrasion on 
occlusal form, and the need for flat cusps in partial denture 
restoration is strongly urged. The illustrations suggest 
that gross occlusal wear is much more common on the 
Continent than is ordinarily the case in this country. A 
final chapter deals with the treatment of various types of 
malocclusion. 

The present book is welcomed as an indication of the 
return to some degree of normality of the German dental 
profession as well as a reminder to British readers of the 
high degree of technical skill in evidence among German 
dentists and technicians. Whether or not such construc- 
tions are justified on biological grounds is perhaps a 
matter for debate. 


Brain Abscess Secondary to Dental Infection.—Female 
patient aged 26 was admitted to hospital in a comatose 
condition. She had been refused extraction on account of 
swelling and was treated by external incision and injection 
of penicillin once a day for a month. Five days before 
admission there was headache, nausea, occasional con- 
vulsive seizures and vomiting. Radiographic examination 
showed osteomyelitis of the right ramus and body of the 
mandible. Six hundred thousand units of penicillin were 
administered but the patient died eleven hours after 
admission. Autopsy showed brain tense and bulging 
and could not be separated easily from the dura because 
of fibrinous exudate over the temporal lobe within which 
was an encapsulated abscess about the size of a plum. 
Culture showed Staphylococcus aureus—Diagnosis brain 
abscess secondary to osteomyelitis of mandible.— 
Go Lp, L. (1949) Oral Surg., 2, 1107. 


Some Post-operative Oral Observations in Congenital 
Heart Disease.—The effects of the new operative treat- 
ment of congenital heart disease are very remarkable and 
in some cases the oral tissues share in the improvement 
that results. In cases exhibiting the tetralogy of Fallot 
the buccal mucosa before operation was dark bluish-red 
in colour and the gingive were inflamed ; the tongue 
was cedematous with very prominent papilla. When 
seen at periods of fourteen days to one year after opera- 
tion the cyanosis of the mucosa had disappeared, the 
gingive were normal in colour and inflammation was no 
longer noticeable ; the appearance of the tongue and 
pharynx was restored to normal. There were no 
striking oral signs in seven patients with coarctation of 
the aorta apart from the fact that X-rays showed the 
pulp canals of the incisors to be large and funnel-shaped. 
Two years after operation there was no change in the 
appearance of the canals —KaAner, A., Loscn, P. K., and 
GrEEN, H. (1949) Oral Surg., 2, 1454. 


Aureomycin in the Treatment of Acute Ulcerative 
Gingivitis.—Aureomycin has been found effective as an 
antibiotic in the treatment of fusospirochztal infections. 
A patient, aged 20, was treated with 250 mg. orally 
every four hours for two days—a total dose of 2,000 mg. 
All subjective symptoms disappeared on the first day. 
Twenty-four hours later erythema had disappeared and 
the ulcers showed epithelisation. After the second day 
routine therapy was instituted. An advantage over 
penicillin is the rapid reduction of erythema. Fifteen 
cases were treated by oral administration of aureomycin 
with excellent results. It can be administered to patients 
sensitive to penicillin—GoLDMan, H. M., and BLoow,J., 
(1949) Oral Surg., 2, 1128. 
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A Study of Institutional Children with Particular 
Reference to the Caloric Value as Well as Other Factors 
of the Dietary.—There are two parts to this Monograph: 
the first part describes the dietary and medical investiga- 
tions of the children of three Institutions containing 263, 
178 and 144 children between the ages of 5 and 15 years. 
The diet of these institutions was studied for a year, and 
then, prior to detailed medical and dental examination, 
the diet was weighed and measured for one week. In 
Institution I, the value of the diet recommended by the 
National Research Council, Food and Nutrition Board, 
was surpassed, but it was not attained in Institutions II 
and III. The dietary intake is itemised. Detailed dental 
examination showed that the teeth of children in Insti- 
tution I were superior to those in Institutions II and III. 
The general health and physical status of the children in 
Institution I was also superior. The authors point out 
that although the children in Institution I are taking a 
diet containing more sugar and carbohydrates, this is not 
antagonistic to a good dental status. 

Part II of the work is a report of a two-year study of 
still further improvement in the diet of Institution I. 
The caloric intake was increased. Dental examination 
showed that the DMF increased at an average rate of 
1 DMF per year, which is less than the average rate. 
The increase in sugar intake did not therefore unduly 
increase the DMF rate. The authors state that larger 
amounts of sugar and of carbohydrates may be consumed 
in conjunction with superior dietary and dental care 
without impairment of the teeth_—Mack, P. B., URBACH, 
C. (1948) Monograph of the Society for Research 
in Child Development. No. 46, pp. 1-93. 


The Effect of Methyl Folic Acid on the Periodontal 
Tissues in Rat Molars.—Methyl folic acid has an action 
antagonistic to folic acid. Its administration to rats 
causes a retardation of growth and exerts a powerful 
effect on the haemopoietic mechanism of the bone marrow, 
producing anemia and a marked reduction in the white 
cell count, especially of granulocytes. Necrotic lesions 
occur in the gingiva. 68 white rats were used in the 
present experiment. Some were kept as controls, some 
were given a diet supplemented with varying amounts 
of folic acid, some were given methyl folic acid and others 
were given folic acid after a period on a diet to which 
methyl folic acid was added. The parodontal tissues 
were examined histologically and in all animals inflam- 
matory lesions of the interdental papilla were found, 
caused by hairs being bitten down between the molars. 
In the animals given methyl folic acid, however, the 
lesions were much more severe with sloughing of the 
interdental papilla and with only a very slight inflamma- 
tory response. Examination of the marrow confirmed the 
presence of a granulocytopenia in these animals. In the 
animals kept on folic acid for thirty days after receiving 
methyl folic acid the lesions were not so severe and 
recovery was taking place. The necrotic lesions produced 
by methyl folic acid could be prevented by giving large 
doses of folic acid at the same time.—PrinpBoRG, J. J 
(1949) Oral Surg., 2, 1485. 


Gold Solders for Dental Use.—The manufacturers’ 
probiem of producing a good solder, satisfactory to all 
users, is virtually impossible because of haphazard 
methods of use. Before a specification could be drafted, 
It was necessary to study a considerable number of 
solder formulas to assess the requirements. The data 
of L. Sterner-Rainer were used to develop the desired 


BRITISH DENTAL JOURNAL 79 


comparison between the solders studied. In the sug- 
gested specification, it was considered inadvisable to give 
a fixed formula because improvements could not be 
introduced. If, however, gold and silver limits were 
indicated, they could easily be assayed, while specified 
fusion tests, could control the content of the base metals. 
Provided the temperatures indicated in the fusion tests 
were high enough to stop the use of too much zinc, tin, 
and phosphorous, they could also be suitably arranged 
to conserve desirable qualities such as ease of flow. The 
fusion test evolved, is simple and interesting. A fluxed 
plate of pure gold had a 4th inch disc of plate punched 
from the specimen to be tested, solder placed upon it. 
The temperature was then noted when (a) it was first 
attached to the plate; (b) it started to flow, but still 
retained its shape; and (c) it flowed to lose all evidence 
of shape. This is a very interesting and important paper 
on a much neglected subject in so far as dental literature 
is concerned. No doubt the view expressed by the authors 
is true, that much work has been done by the manu- 
facturers, but has been retained for their own use. It 
is of interest to record here, that the suggestions made in 
the specification have been adopted as a basis for the latest 
U.S. Navy and Army Specification for Dental Solders. 
Taytor, N. O., and TEAMER, C. K. (1949) J. dent. Res., 


HEALTH SERVICE 


CHAIRMEN OF EXECUTIVE COUNCILS 

FOLLOWING on the enactment of the National Health 
Service (Amendment) Act, 1949, the Minister of Health 
has made regulations (S.I. 1949, No. 2447) The National 
Health Service (Executive Councils) Amendment (No. 2) 
Regulations, 1949) providing that when a vacancy 
occurs in the office of chairman of an Executive Council, 
it is to be filled by the election of a chairman by the 
Council instead of by appointment by the Minister, as 
was previously the case. The amending Act provides 
that the Minister shall appoint five members to the 
Council instead of the Chairman and four members. 
Chairmen of Executive Councils at present in office will 
hold their appointments for the remainder of the term 
for which they were appointed. 


NATIONAL HEALTH SERVICE TRIBUNAL 

AT an inquiry held on November 22, 1949, on the 
representation of the Executive Council for Stoke-on- 
Trent, the Tribunal found :— 

That the Complainant had not established prima facie 
that the Respondent had failed to estimate for the 
conservation of the teeth of John W. Spencer. 

That the Complainant had established a prima facie 
case that the Respondent dentist had failed to make a 
satisfactory and accurate chart of the patient’s mouth. 
That the chart was made on November 15, 1948, some 
four months only after the inauguration of the Dental 
Service, and that they were satisfied that in the early 
stages such inaccuracies as those alleged by the Com- 
plainant were fairly common. 

They also found that a prima facie case had been 
established that the Respondent accepted from the 
patient a fee of five shillings in respect of an extraction 
he was required to make under the terms of service 
contained in Part I of the First Schedule to the National 
Health Service (General Dental Services) Regulations 
1948. 

The Tribunal, however, was unanimously of opinion 
that, even if the Respondent (if called upon to do so) 
were to fail to meet the prima facie case made out by the 
Complainant they would not be justified in coming to 
the conclusion that the continued inclusion of the 
Respondent in the Dental List of the Executive Council 
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for Stoke-on-Trent would be prejudicial to the efficiency 
of the General Dentai Services. 

The Respondent was, therefore, not called upon to 
meet the prima facie case made out by the Complainant. 

The Tribunal considered that the Complainant had 
grounds for making a representation, but that care should 
have been taken to provide the Tribunal with adequate 
material and evidence to support and justify such a 
serious step as exclusion of the Respondent from the 
Dental List of the Executive Council. 

No order as to the costs of the respective parties was 

e. 


EXECUTIVE COUNCILS 
“LRAVELLING ALLOWANCES 


New regulations (SI. 1949, No. 2340) have been made 
by the Minister of Health with regard to the payment of 
travelling and subsistence allowances to members of 
Executive Councils and their committees and sub- 
committees. The principal changes from the old regu- 
lations are :-— 

(i) Travelling and subsistence expenses may not te 
claimed by members of an Executive Council (or 
any committee or sub-committee of the Council) 
for the area of a County Borough Council in 
respect of duty performed within this area except 
where the Minister authorises such payment in the 
case of any individual. 

(ii) In the case of an Executive Council and Com- 
mittees for any other area, travelling and subsis- 
tence expenses may only be paid to members 
performing duty more than 3 miles away from 
their usual place of residence. 

(iii) The allowance for ‘*loss of remunerative time” has 
been replaced by a different provision for pay- 
ments in respect of loss of earnings which a member 
would otherwise have made or any additional 
expenses (other than on travelling or subsistence) 
to which he would not otherwise have been subject. 
If the period covered by his claim is not more than 
four hours the maximum allowance payable is now 
10s. ; for a full period of twenty-four hours it 
remains at 20s. 

(iv) The mileage allowances for members using their 
own cars, etc., have been increased but the regula- 
tions provide that the 3,120 miles for which 
allowances at the 74d. rate may be claimed must 
be regarded as the aggregate of all journeys during 
the financial year ending March 31, done on 
behalf of any of the bodies concerned (including 
Regional Hospital Boards and the other bodies 
referred to in the Regulations). Certain minor 
improvements have also been made in the sums 
payable by way of travelling expenses, these are set 
out in Part II of the Schedule to the regulations. 

(v) “Approved duty” is now defined in the Act as— 

““(a) attendance at a meeting of the body or 
any committee thereof ; 

(b) the doing of any other thing approved by 
the body for the purpose of, or in con- 
nection with the discharge of the functions 
of the body or any committee thereof : 

(c) in the case of a member of the body, 
attendance as a representative of the body 
at a conference or meeting convened by 
one or more such bodies or by any associa- 
tion of such bodies.” 

The regulations provide for the aggregation, in any 
period of twenty-four hours, of claims in respect of 
duties performed by a member on behalf of two or more 
bodies (including Regional Hospital Boards and the other 
authorities referred to in the Regulations). 
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Dental News 


DENTAL MISSION GOING TO NEW ZEALAND 


It has been announced by the Ministry of Health that 
an Official mission is going to New Zealand at the begin. 
ning of February to obtain a report on the New Zealand 
system of school dental nurses. The members of the 
mission are: Professor R. V. Bradlaw, C.B.F., Chair. 
man of the Standing Dental Advisory Committee, 
Dr. T. H. J. Douglas, Senior Dental Officer of the 
Department of Health for Scotland. Mr. H. T. Roper. 
Hall, Member of the Central Health Services Council, 
President-elect of the British Dental Association. Mr. 
W. G. Senior, O.B.E., Principal Dental Officer, Ministry 
of Health. Dr. A. T. Wynne, Medical Officer, Ministy 
of Education. 


THE SCHOOL SERVICE 


BRIGHTON will have one school dental officer to car 
for the teeth of 18,000 children unless some new appoint. 
ments are made before April 1. The full establishment 
of the Brighton Education Committee is a senior dental 
officer and four assistants, but resignations will have 
reduced the staff to one. The Education Officer reported 
that advertisements for assistants at £670 per annum 
rising to £910 per annum had failed to attract a sing 
applicant. 

Kings Lynn is another town without a school dental 
officer, the clinic there having been closed becaus 
Norfolk County Council had been unable to fill the 
vacancy caused by the resignation of the dental officer 
for the area. 


East Suffolk County Finance Committee have agreed 
to pay the County school dental officer a bonus of £10 
per annum. 

Plymouth Education Committee have been reconm- 
mended by a Special Services sub-Committee to place 
their school dental officers on the maximum of their 
respective salary scales. 


ROYAL COLLEGE OF SURGEONS OF 
ENGLAND 


AT a recent meeting of the Council of the Royal 
College of Surgeons of England, Mr. D. N. Matthews 
was admitted as a member of the Surgical Section of the 
Board of Examiners in Dental Surgery. 


DENTISTS AND SICKNESS BENEFIT 


DENTISTS who are self-employed are eligible fo 
sickness benefit during illness in the same way & 
employed persons. It is sometimes thought that a self- 
employed person cannot draw benefit during the first 
four weeks of illness. That is not so, and benefit is 
payable, subject to the usual conditions, after the third 
day of illness. 

One important condition must be complied with. 
Notice of the illness must be given to the local National 
Insurance Office within three days of its beginning. A 
medical certificate should be sent at the same time, if 
possible, and in any case within ten days from the star 
of the illness. 

The rate of sickness benefit is £1 6s. per week for 
single man. Additions of 16s. per week for a wife and 
7s. 6d. for the first child are payable. 

A booklet ‘National Insurance” has recently been 
issued in the ‘“‘This is the Law” series (Publishers: 
Stevens, 4s.). It explains in simple terms the principal 
benefits payable under the National Insurance Scheme, 
and the liabilities of employers. 
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DENTIST APPOINTED DEPUTY LIEUTENANT 

Colonel Richard Baron, O.B.E., T.D., L.D.S.Lpool., of 
Liverpool, has been appointed a Deputy Lieutenant of the 
County Palatine of Lancaster. 


UNIVERSITY OF TORONTG. 
POST-GRADUATE COURSE IN ORTHODONTICS 

A POST-GRADUATE Course in Orthodontics is to be held 
at the University of Toronto under the direction of 
Dr. Robert E. Moyers, Professor and Head of the 
Department of Orthodontics. The course will com- 
mence on September 1, and continue for a period of 
seventeen months. The class will be limited to six 
graduates of approved dental schools. Applicants must 
possess satisfactory scholastic standing acceptable for 
enrolment for the Master of Science (Dent.) degree in 
the School of Graduate Studies of the University of 
Toronto. 

Further information with respect to the course and 
application forms can be obtained on application to : 
The Dean, Faculty of Dentistry, University of Toronto, 
230, College St., Toronto, Ontario, Canada. 


ITALIAN CONVENTION ON STOMATOLOGY 
THe twenty-fifth Italian Annual Convention on 
Stomatology which is promoted by the Italian Medico- 
Dental Association is to be held at Stressa on Lake 
Maggiore from September 26 to 30, 1950. In addition to 
a programme of scientific papers, there is to be an 
exhibition of books and journals from all countries and 
a comprehensive trades exhibit. Visitors from abroad 
will be welcome to the Convention, further particulars 
of which can be obtained from Dr. Enrico Goia, Via 
Lamarmora, 9, Torino, Italy. 


The Schools 


UNIVERSITY OF EDINBURGH, SCHOOL 
OF DENTAL SURGERY 
A SMALL conservation ropm in the Edinburgh Dental 
Hospital has recently been re-equipped. The room is 
divided into a series of cubicles by means of screens 
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composed of plastic material and glass. Each of the 
cubicles has a Sterling Chair, Unit and Light, and in each 
there is a specially designed cabinet which accommodates 
two students’ kits. The photograph of the room shows 
that a very considerable measure of privacy is accorded 
to each patient and it is not surprising to learn that this 
is very much appreciated by them. 


GLASGOW DENTAL HOSPITAL AND SCHOOL 


Mr. Adam Cubie, L.D.S.Glasg., has been appointed to 
the Board of Management of the Glasgow Dental 
Hospital and School as a representative of the West of 
Scotland Branch of the British Dental Association. 


The Services 


EFFICIENCY DECORATION 
THE King has been graciously pleased to confer the 


Efficiency Decoration upon Captain (now Major) G. G. 
Ellis, R.A.D.C., T.A. 


Obituary 
PROFESSOR HENRY GORDON CAMPBELL, 
L.R.C.P. &S.E., L.R.F.P.G., L.D.S.Edin. 

WE regret to record that Professor Gordon Campbell 
died on January 17 at the age of 77. Campbell and Dundee 
in dentistry are synonymous terms—and it is impossible 
to estimate the degree of influence which that family has 
exercised far and wide not only in Scotland but in other 
countries, or the many benefits which dentistry has 
received from them and those whom they taught and 
influenced. 

H. Gordon Campbell was the younger son of Walter 
Campbell, he did not at first enter the workshop of his 
father but joined the Stage to his father’s disappoint- 
ment which later became appreciation as his histrionic 
talent developed. After about nine or ten years’ experience 
young Campbell realised that his bent was not the Stage— 
he returned to Dundee and subsequently attended the 
Edinburgh Dental School from which he graduated in 
dentistry, later taking the triple medical qualification of 


Small conservation room divided by screens, Edinburgh Dental Hospital. 


ND 
that 
egin- 
aland 
f the 
‘hait- 
ittee, 
f the 
Oper. 
uncil, 
Mr. 
nistry 
:ment 
lental 
have 
orted 
nnum 
single 
lental 
Cause 
the 
officer = 
greed : 
£100 
place : 
their 
Royal 
tthews 
of the 
cheme, WA 


82 BRITISH DENTAL JOURNAL 


the Edinburgh and Glasgow Colleges and Faculty. In 
1913 he was appointed dental surgeon to the Dundee 
School Board, and joined his brother in the famous 
practice in South Tay Street. He was a true Campbell 
and carried on the traditions founded by his father 
Walter Campbell in 1844. Gordon Campbell joined the 
British Dental Association in 1914. He was an active 
member, president of the North of Scotland Branch, 
and contributed papers and demonstrations at most 
annual and branch meetings—always with dramatic 
presentation. He was associated with his brother in his 
great work for dental and popular education in Dundee 
Appropriately called ‘* The Story of a Great Endeavour ” 
this work culminated in the Dundee Dental Hospital and 
School—visited later by Queen Elizabeth, then Duchess 
of York. In all this Gordon Campbell played a great 
part. He was life and soul of the Annual General Meeting 
of the Association in 1934 when his brother Graham 
was president. In 1938 he succeeded his brother as 
Dean of the School and in the same year he was appointed 
to the chair in dental surgery at St. Andrews, established 
by the gift of Mr. W. Boyd, chairman of the Dundee 
Dental Hospital, and thus became the first university 
professor of dental surgery in Scotland. In 1914 he was 
secretary of the Dundee Military Dental Service, the 
only organisation of its kind ; he was surgeon to the 
R.N.V.R. East Scottish Division. He founded the 
Dundee Health Club which has done much to inculcate 
the value of oral hygiene among the people of Dundee. 
He was president of the Odonto-Chirurgical Society of 
Scotland and of the Dundee Dental Club. He retired from 
the Chair of Dental Surgery in 1946 and was elected a life 
member of the Association in the same year. He made 
valuable contributions on the prosthetic side, especially in 
continuous gum work for which he invented and made a 
furnace. Later he wrote a series of articles demonstrating 
the healing value of vitamin C. 

Having retired for nearly four years he will not be so 
well known among the new generation of students, but 
his son Walter still carries on the Campbell tradition and 
to him, his mother and brother, all who hold Gordon 
Campbell in friendly remembrance will wish to extend 
their sympathy. 


HERBERT SPENCER SWANN, L.D.S.Glasg. 


MANY men who studied at the Birmingham Dental 
School will be deeply grieved to learn of the passing of 
H. S. Swann at his home on January 21 after a short 
illness. He had not been in robust health for some 
months but, making little of his disability, he had carried 
on his work with great courage. 

Swann was born in Birmingham in December 1889 
and was educated there at King Edwards Foundation 
and the University and Dental Hospitals. He qualified 
L.D.S. R.C.S.Glasg. in 1913. In 1914 he joined the Army 
as a dental officer and served throughout the war chiefly 
in India. On demobilisation he joined Mr. Cale-Matthews 
in practice and in 1920 was appointed on to the staff of 
pod _— Hospital, on which he remained until his 


For some years he was honorary secretary of the 
Central Counties Branch of the B.D.A. but never sought 
higher office, preferring to serve rather than preside. 

Swann was a very loveable man and there must be 
hundreds of colleagues and past students of his who re- 
member kindnesses that he has shown them and who also 
remember and have benefited by his practical teaching. 

When younger he was a keen lawn tennis player and 
was a well-known competitor at many tournaments. 
In later life he became an enthusiastic fisherman, but the 
role he was most fitted to play was that of loyal friend. 
He was absolutely straight, his word was his bond and 
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what he said he would do, he did. Not only his prow 
fessional friends but all who came in contact with him 
will miss him sorely. 

He married Muriel, daughter of Mr. G. F. Cale 
Matthews, who survives him. Much sympathy will be 
felt for her and her daughter in their sudden bereavement, 


HOWARD WORDSWORTH, L.D.S.Eng., of Denbigh 
House, Ryde, I.o.W., died on January 8, at the age of 67. He 
qualified in 1905 from the Royal Dental ‘Hospital and soon after 
wards joined the late Mr. H. O. Colyer in practice in Ryde. 
was an amateur actor of some distinction and displayed considerable 
talent as an artist in water colour. He was a Past Master of both 
the Ryde and East Medina Lodges. He leaves a widow and one son, 


Birth 
WILLIAMS.—At the Radley Lodge Maternity Home, S.W.19,@ 
Pat, wife of Gordon L. M. Williams, L.D.S.Eng., a daughter 
(Diana Sally)—sister for John and Penny. 


Marriages 
PINKERTON—HARRISON.—On January 20, at St. 
Ealing, John Dick Pinkerton, L.D.S., D.P.D., 
Harrison, L.D.S. 
STERN—NATHAN.—On January 29, 1950, Erhard Stern, L.S.D) 
Eng., to Ellen Dollie, “~~ of Mr. and Mrs. Henry Nathan 
29 The Ridings, Ealing, W.5 


Our Diary 


Wednesday, February &. 

Continental Dental Society—London Group.—Eastmay 
Dental Clinic, Gray’s Inn Road, W.C.1, 8 p.m. “ A Practitioners 
Experience in Conservative Dentistry,”’ E. J. Magnus. 

East Lancashire and East Cheshire Branch.— Midland Hotel, 
Manchester, 7.30 p.m. ‘“ Lesions of the Oral Mucosa,” Professor 
M. A. Rushton. 


Peter's 
to Sybil Mary 


Thursday, February 9. 
University College Hospital Dental 
School, University Street, London, W.C.1, 7. 
of the Jaw,” A. B. MacGregor. 
Monday, February 13. 
The British Society for the Study of Orthodontics.—Ma- 
son House, 26, Portland Place, W. 1, 7.30 p.m. “ Astiologicl 
Approach to Orthodontic Diagnosis,” J. H. Hovell. Short Come 
munications by Miss K. Smyth and W. J. Tulley. 
The British Society of Periodontology.- 
School, Guy’s Hospital, London Bridge, S.E.1, 5 p.m. 
Hygiene,” G. H. Leatherman. 


Society.— Medical 
30 p.m. “Fractures 


Tne Medical 
“Oral 


Tuesday, February 14. 
Bristol and District Section.—Dental Hospital, Bristol, 2 
p.m. “A Symposium on Pain,” R. F. Barbour, L. E. Clarem 
A. Wilkins. 
Wolverhampton and District Section.—Royal tome 
Wolverhampton, 8 p.m., preceded by informal dinner at Star 
Garter Hotel, 6.30 for 7 p.m. “Your Orthodontic Problems,” 


J. W. Softley. 
Wednesday, February 15. 

West of Scotland Branch.—Central Station Hotel, Glasgow, CR 
7.45 p.m. “ Amalgamation,” Alexander MacGregor. 

Thursday, February 16. 

The North of England Odontological Society.—Sutherland 
Dental School, Newcastle upon Tyne, 7.30 p.m. “Experiences @ 
Oral Surgery,’”’ C. Bowdler Henry. 

Central Counties Branch. —Joint Meeting with the Birming= 
ham Dental Students’ Society, Birmingham Medical Instit 
Gt. Charles Street, Birmingham, 7 p.m. “Modern Minor 
Surgery,” Dr. G. G. Exner. 

Friday, February 17. 

Metropolitan Branch—South-Eastern Section.—Woolwich 
War Memorial Hospital, Shooters Hill, S.E.18, 8 p.m., preceded by 
coffee, 7.30 p.m. “Gold Inlay Design,” C. I. Hagger. 

South Wales and Monmouthshire Branch.—Angel Hote, 

Cardiff, 7 p.m. “ Bacteriology,” Arthur Bulleid. 
(Monday, February 27. 

Tne Royal of —Section of Odontology.— 

1, Wimpole Street, W.1, 5.30 p.m. ‘ Surgery and Prosthesis in the 
Correction of Facial Deformity,” Rainsford Mowlem. 
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ase ouenemall to be offered to the British Dental 
cies the contrary is stated. 
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